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AUTONOMIC AND RESPIRATORY RESPONSES OF SCHIZOPHRENIC 
AND NORMAL SUBJECTS TO CHANGES OF 
INTRA-PULMONARY ATMOSPHERE* 


H. Freeman, M.D. ano E. H. Ropnick, Ph.D.** 


rHE AUTONOMIC nervous system of the 
schizophrenic patient has frequently 
been suspected of being much more 
sluggish in its activity than that of the 
normal individual. On the psychiatric 
level emotional blunting or slowness in 
response to situations that would nor- 
mally demand some affective reaction, 
lack of interest, and indifference to en- 
vironmental stimulation have been 
taken as clinical evidence of a gross be- 
havioral sort in support of this im- 
pression. 

Confirmatory indirect experimental 
evidence of the lesser reactiv ity of the 
autonomic nervous system of the schiz- 
ophrenic subject is not lacking, al- 
though few studies have offered un- 
ambiguous evidence on this point. 
Most of these investigations have dealt 
with the vascular and metabolic re- 
sponses to drug (9) or endocrine (/0) 
preparations. The importance of such 
findings, however, indicates the neces- 
sity for a more direct approach to the 
problem. For this approach we have 
selected the heat regulating mecha- 
nisms. 

This phase of reactivity was chosen 
primarily mediated 
through the integrated autonomic nerv- 
ous system, with the major center 
presumably in the hypothalamus (77). 
As autonomic 
most readily 


because it 1s 


are elicited 
when the organism is 
placed under stress, the stress selected 


responses 


* This investigation was aided by a grant from the 
Rockefeller Foundation. 

** From the Research 
Hospital, Worcester, Mass. 


Serv ice, Worcester State 


was the suppression of heat loss from 
the lungs by the inspiration of hot, 
moist oxygen. When this source of heat 
loss is blocked, other mechanisms must 
be evoked to establish a new level of 
compensation, else the organism is 
thrown into a phase of thermal dys- 
equilibrium. Such compensatory reac- 
tions, therefore, serve as a measure of 
the degree of reactivity of the auto- 
nomic nervous system. 


SUBJECTS AND PROCEDURE 


normal 
and 29 healthy male schizophrenic pa- 
tients. The non-psychotic control sub 


The subjects included 31 


jects were obtained from applicants for 
attendant positions in the hospital and 
were paid for their services. Their ages 
varied from 20 to 35, the average being 
just under 30. The schizophrenic sub 
jects were selected at random from the 
Research Service ward of the hospital, 
the diagnosis having been established 
both by the hospital and the research 
staff. Their age range was approxi- 
mately the same as that of the normal 
subjects. The only criterion for selec- 
tion was good cooperation and at least 
moderate contact with the environ- 
ment. The patients had been hospital- 
ized for periods ranging from 2 months 
to 19 years, the average being §.4 years. 
They represented, therefore, in the 
main a chronic stage of the psychosis 
and included all the recognized sub- 
types of schizophrenia. These consisted 
of 2 paranoids, 8 catatonics, 10 hebe 
phrenics, 1 simple, and 8 individuals of 
an indeterminate type. 
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The procedure consisted essentially 
in having the subject breathe oxygen 
through a mask connected with a 
Jones basal metabolism apparatus. For 
the first 10 minutes the inspired oxygen 
was kept at a temperature of approxi 
mately 30° C. and a relative humidity 
of approximately 20 per cent. The 
humidity was maintained at a low level 
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tained at 30° C. and the relative hu 
midity at 20 per cent, an environment 
in which heat production and heat loss 
were balanced (7/2). Thus, both the skin 
and the lungs during the control period 
were exposed to the same atmospheric 
condition. 

a4 ariety of autonomic responses 
were recorded each minute throughout 
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Fic. 1. Apparatus for varying temperature and humidity of inspired oxygen. The direction of oxygen flow 
s indicated by the arrows. K.=kymograph. O.=oxygen chamber of metabolism apparatus. S. L.=soda lin 


B. H.= barium hydroxide solution. D. = dry 
eter. F. M.= face mask. 

by passing the oxygen through a desic- 
cating chamber containing either cal- 
cium chloride or calcium sulfate. This 
initial ten minutes served to acclimate 
the subjects to the situation as well as 
to permit the measurement of the basal 
levels of the responses. At the end of 
this control period the oxygen was 
shunted by means of a valve, without 
the knowledge of the subject, through 
a chamber containing hot water in 
which it was heated to a temperature 
above that of the body and almost 
saturated with water vapor. 

All tests were done in a non-basal 
state. The subjects, without clothing, 
reclined for about 15 minutes in a room 
in which the temperature was main- 


ng chamber. 


W.C water chamber. H.=hvgrometer 


the experimental session. The blood 
pressure Was measured by means of a 
mercury manometer. The heart rate 
was read directly on the meter of a 
specially designed cardiotachometer 
(77). The palmar D.C. electrical re 
sistance of the skin was measured by 
means of non-polarizable electrodes 
and a Wheatstone bridge arrangement, 
as described by Darrow (3). In this 
technique the active circular electrode 
({ of an inch in diameter) was placed 
on the right palm while the larger in 
active rectangular electrode (35 by 2} 
inches in size) was placed on the medial 
aspect of the upper arm. The relatively 
non-polarizing electrodes consisted of a 
physiological zinc sulfate-kaolin paste 
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in metallic zinc cups. The active elec 
trode was of “table’’ type, supported 
outside the area of electrical contact. 
The circuit suggested by Darrow has 
the special merit of keeping current 
comparatively constant at a low level of 
intensity. The rate and amplitude of 
respiration were obtained from the 
charts on the kymograph of the metab 
olism apparatus. 

The experimental apparatus is shown 

















mometer placed just outside of the face 
mask in the tube carrying the inspired 
oxygen. 

The discussion of the data will be 
confined to three readings in the con 
trol period, at the beginning (first 
minute), middle (fifth minute), and end 
(tenth minute) and to the level at 
tained at the maximum 
and humidity points. 


temperature 


In /ig. 2 are shown the means of the 














schematically in /ig. 7. The entire temperature and relative humidity 
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system was kept air-tight. Various 
modifications of the original metabo 
lism apparatus were necessitated by the 
exigencies of the experiment, such as 
placing an additional reservoir of oxy 
gen in the input circuit and an extra 
cartridge of soda lime in the output 
system. The possibility of undue ac 
cumulation of carbon dioxide was 
checked Ly passing the oxygen Over a 
10 per cent solution of barium hydrox- 


ide. The relative humidity was meas- 


ured by a hair hygrometer and the 


temperature by a small mercury ther 


during the control period and the maxi 
mum elevation in the experimental 
period. In the control period the oxygen 
inspired by the normal subjects stayed 
at an average temperature of 29.7° C. 
kor the patients the mean was 29.3° C. 
This variation is not considered to have 
any physiological significance. In_ the 
experimental period the temperature 
was increased to a maximum level for 
the normal subjects of 40.8° C. and for 
the patients to 41.0° C.! 

The rate and 


showed a fair amount of individual variation due both 


extent of the ris 
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The relative humidity of the inspired 
oxygen showed more variation in the 
control session than the temperature 
(Fig. 2). In the normal subjects it de 
creased from 20 per cent to 16 per cent 
whereas in the patients the values were 
consistently about 7 per cent higher. In 
the experimental period both values 
reached 83 per cent within three min- 
utes after the oxygen passed through 
the water chamber.’ 


to difficulties inherent in the apparatus and to indi 
vidual differences in the rate and amplitude of respira 
tion. For the two groups of subjects, however, th 
rate of rise of te mperature and the maximum he ight 
reached were quite similar. In the normal subjects it 
took 16.5 minutes to achieve this point and in thx 
patients 15.5 minutes. Consequently we may conclude 
that a comparison between the two groups at this 
level of temperature is quite justified. The inspired 
oxygen was above body temperature rarely more than 
the last three minutes of the experiment. 

* The actual level reached was undoubtedly one at 
which complete saturation occurred for water ran out 
of the hy grometer at the end of each experiment. The 
values in the control period are probably not entirely 
accurate and the difference between the normal and 
the psychotic subjects can be regarded as of littl 
importance, especially in view of the fact that such a 
variation in humidity at this low level has little effect 
on temperature regulation. 


RESULTS 

Blood Pressure. The response of the 
blood pressure to the blocking of heat 
loss from the lungs is shown in Fig. ?. 
During the control period of 10 minutes 
the systolic blood pressure of the nor 
mal subjects fell from 130 mm. to 124 
mm. while in the patients a lesser drop 
from 128 to 125 mm. is seen. These dif 
ferences were found to have no statis 
tical significance. It is interesting to 
note that both the normal and the psy 
chotic subjects Start at practically the 
same blood pressure level, indicating 
that there is no difference in tension be 
tween the two groups of subjects due to 
apprehension in the experimental situa 
tion. When the temperature and hu 
midity of the inspired oxygen are raised, 


however, the systolic blood pressure ot 


the normal controls rose 20 mm. from 
the last control reading to a level of 144 
mm. The patients, on the other hand, 


showed a rise of only § mm. to a level of 


130 mm. This difference between con 
trol and schizophrenic groups was 


ae 


found to have a “‘t”’ (7), based on stand- 
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ard deviations of 3.83. This represents 
a p (probability) of less than .o1, and is 
highly significant 

The diastolic pressures are at the 
same level in both groups (82 mm.) dur- 
ing the control session and show little 
change in the 10 minutes. In the experi- 
mental period, how ever. the normal 
subjects again display greater reactiv- 
ity, the increase being 6 mm. as against 
2mm. for the patients. The difference 
between the groups has a “‘t’”’ of only 
1.28, however, and is not significant, 
the p being greater than .os. 

Heart Rate. The graph of the mean 
heart rate response in Fig. 4 shows a 


similar trend. The mean heart rate of 
the normal group rose from a level of 


8o beats per minute at the end of the 
control period to a height of 106 beats 
at the end of the experiment—an in- 
crease of 26 beats per minute. During 
the corresponding period the mean in- 
crease for the patients is only 1o beats. 
The “t”’ of 4.15 for this difference of 16 
beats per minute has a p of less than 
>1 and is hence highly significant. The 


HEART RATE 














lesser change in the patients cannot be 
attributed to their slightly lower in 
itial level of 7 
no relationship was found between the 
initial level of heart rate and its maxi 
mum change. Furthermore, the differ 
ence of 3 beats betw een the two groups 
during the control period had no statis- 
tical significance. 

Electrical Skin Resistance. Yhe gal 
vanic skin resistance showed the great 
est variation of all the functions stud 
ied. Not only were there marked differ 
ences in the level of resistance among 
the various individuals but the direc 
tion of the trend under the experimen 
tal situation was less consistent. The 


7 beats per minute, for 


normal subjects began at an average 
level of 9, ohms which was main 
tained at the fifth minute. After this 
the skin resistance fell to a level of 
8,300. At the period of maximum tem 
perature, the level decreased further to 
6,700, a fall of 1,6 
control reading. The patients started at 
a higher level of resistance (10,7 

ohms) which increased during the con 


ohms from the last 


GALVANIC SKIN RESISTANCE 
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CONTROL 


O- NORMAL SUNJECTS 
@- PATIENTS 


nplitude and rate in 


wer aken at th 


a 1 nes 


Ken 


ohms. At 
C. the resistance decreased 2,3 


trol period to a level of 1 VB 
41 
ohms. Although the change in resis 
tance of the patients was absolutely 
greater than that of the normal sub 
jects, the proportional drop from the 
last control reading was the same in 


both groups (19 per cent). The change 
in skin resistance from the last control 


reading to the point of maximum tem, 
perature and humidity was significant, 
although the difference between the 
schizophrenic patients and the normal 
not. We are unable to 
draw any conclusions from this func- 
tion except that the decrease in skin re- 
sistance indicated a definite autonomic 
reaction in both 


controls was 


groups (2, 5)." 

Respiration. YVhe respiratory 
to the intra-pulmonary 
stimulation shown in Fig. 5' 


re 
heat 
is particu- 


Sp mse 


the ohms 


units (micromhs), as Darrow (4) recom 


Converting 


conduc 


resistance units from to 


tance 


mends, makes no difference in the trend. 


‘The respiratory data are based on the findings of 


27 subjects in each group since in the case of 4 normal 


subjects and 2 patients the kymographic apparatus 


went out of order during the experiment. This had no 


effect upon the recording of the other responses. 


first, fifth, and t 
t which the temperatu 


re 


normal subi cts and 2 schi ropnyr 


nth minutes of the control perio 


t 
and humidity of the 


Inspir d OoxVuecen 


larly interesting, especially in view of 
the fact that the respiratory mecha 
nism was the one primarily affected by 
the experimental situation. The reac 
tion manifested was quite consistent. 
The respirations tended to 
more regular and somewhat slower in 
many cases. The amplitude of the in 
dividual very 
markedly. The ordinate units of this 


become 


respirations increased 


figure represent the average amplitude 
of the individual respirations for each 
minute. As may be seen, the mean am 
plitude of respiration of the normal 
subjects rose from 1.5 to 2.7 

per cent. The increase 
in the corresponding period for the pa 
tients was only from 1.4 cm. to 2. 


cm. cm., 


an increase of 8 


cm., 
a change of 43 per cent. This significant 
difference of 37 per cent between the 
two groups has a “‘t”’ of 3.35 anda p of 
less than .o1. While these figures give 
no information as to the actual respira 

tory volume, they are indicative of the 
change produced by the experimental 
situation. 


The respiratory rate (ig. 5) on the 
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whole showed only slight change. In 
both normal controls and patients the 


high temperature caused a slowing of 


the rate of one respiration per minute. 


This increase in respiratory ampli 
tude accompanied by a slight slowing in 
rate is of some importance in the inter- 
pretation of the probable stimulus for 
the pattern The 


possibilities of carbon dioxide excess in 


response obtained. 
the apparatus or anoxemia resulting 
from a deficiency of oxygen are elim 
inated by the fact that there was no in 
crease in the frequency of respirations 
14, 79). Checks on the apparatus dur 
ing the experiment supported this con 
clusion. The etfect was not due to tho 
racic muscular exertion resulting from 
resistance of the basal metabolism ap 
paratus since respiratory fatigue is in 
dicated by shallow and rapid breathing 
//). kurthermore, there seems to be 
little indication that the effect resulted 
from a marked apprehension of the ex 
perimental conditions. The various va 
rieties of respiratory reactions to emo 
tion that have been reported, such as 
irregularity and increase-in rate, do not 
seem to fit the picture obtained in this 
experiment (6). 
hyperpnoea, slight slowing of the re 
spiratory rate, and air hunger was found 
by Landis et a 
heat (75). The 
reached that the particular physiologi 
cal pattern 


in subjects exposed to 

conclusion is thus 
here obtained is at least 
largely 
heat loss through the respiratory mech 
Additional this 
interpretation was found in an analysis 


anisms. evidence for 
of the individual cases. In 12 subjects 
there was at the close of the experiment 
a slight fall (1° C.) in the temperature 
of the inspired oxygen from the maxi- 
mum. In 10 of these cases there was a 
corresponding decrease in the blood 
pressure, heart rate, and respiratory 
amplitude. 

\t the close of each sessi mn, each nor 
mal control subject was asked to give 


\ similar syndrome of 


the result of the blocking of 


an introspective report of his reaction 
to the experimental procedure. The re 
ports indicate that the most usual sen 
sation was that the air became warm, 
moist, and somewhat stuffy, as on a hu 
mid summer day. In the case of 10 of 
the subjects there was a report of an in 
breathing, al 
though this did not occur until the very 


crease in difficulty in 


end of the experiment, when the tem 
perature and humidity were close to the 
maximum. Three of the subjects indi 
cated a 
time that 


the 
te mperature 


sensation of dizziness at 
the maximum 
was reached. Eight subjects reported 
that they did not mind the stimulus in 
any way. Although these reports tend 
to indicate some discomfort toward the 
close of the experiment, when the tem 
perature and humidity 


made the in 


spired oxygen very stuffy, yet it does 
not seem likely that apprehension to 
ward the experimental situation could 
have been the basic variable involved 
in accounting for the marked sympa 
the first 


place, heart rate, blood pressure, and 


thetic reaction obtained. In 


respiration began to show an effect con 
siderably before the temperature had 
reached a maximum level, and definite 
ly before the subjects indicated discom 
fort. Then again, the failure to find a 
reaction during the control period, or 
any in basal levels between 
that 
time, would seem to indicate that there 


ditterence 
schizophrenics and normals at 


was no difference in apprehension be 
tween the two groups of subjects. Fur 
thermore, of the 22 subjects who regis 
tered some complaint of discomfort 
toward the close of the session, only & 
showed a systolic blood pressure rise 
that was greater than the mean of the 
entire group; 11 showed an increase in 
heart rate above the mean of the group; 
showed an increase in total 
the 
mean. A plotting of the distribution of 


and only 1 
amplitude of respiration above 
the subjects who complained of the ex 


perimental procedure, or reported any 
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apprehension, showed that they were 
distributed randomly throughout the 
whole group of subjects; they were not 
the greater reactors.’ It 
seems definite, therefore, that the rise 


necessarily 


in heart rate, blood pressure, and respi- 
ration amplitude could not be a result 
of mere apprehension alone to the ex- 
perimental situation. Ditterences in 
apprehension and conscious awareness 
to the experimental situation cannot be 
the most important variable in account- 
ing for the differences obtained between 
the normal and schizophrenic groups. 
Psychiatric Rating vs. Autonomic Re 
activity. In order to determine whether 
any relationship exists between degree 
of physiological reactivity and psychi- 
atric status, each patient was ranked 
independently by a ward psychiatrist 
and the experimenters according to co 
operation and contact with the envi- 
ronment. This rank order of the patients 
was then correlated in a scatter dia 
gram with the increase in both heart 
rate and systolic blood pressure, as 
these were apparently the most reac 
tive of the indicators used. There was 
no indication of any relationship be- 
tween the degree of reactivity and psy- 
chiatric status as determined by our 
criteria. A similar lack of relationship 
existed for clinical subtypes and age of 
hospitalization. It is apparent, there- 
fore, that degree of autonomic reactiv- 
ity as measured in this experiment is in- 
dependent of the clinical status of the 
patient once a chronic stage of the dis 
order has been reached. On the basis of 
these data, however, it is impossible to 
predict what relationships might be 
found in the more acute stage of the 
psychosis. : 


DiIscUSSION 


Whether the factors underlying the 
present reaction be purely subcortical 
5 The reports from 


schizophrenic subjects precludes a comparison with 
those of the normal subjects. 


unreliability of introspective 


mechanisms, or an integration of the 
higher representation areas of auto 
nomic functions such as may be in 
volved on a cortical level, or whether 
they are tinged with the result of con 
scious responses as well, there is no 
question but that the schizophrenics re 
spond less adequately than the normal 
subjects. It is important in this connec 
tion to point out that experiments on 
homeostasis do not indicate such strik 
ing differences between schizophrenics 
and normals under basal conditions (3, 
g). The differences appear only when a 
strong stress is placed upon the mech 
anism, sufficient to marked 
autonomic reaction. 

Since the experiment Was designed to 
block off heat loss from the lungs, it 
might be expected, as a compensatory 
phenomenon, that the body tempera 


cause a 


ture would rise. Experiences with dia 
thermy, however, have shown that a 
minimum of 1§ minutes 1s required be 
fore any rise in body temperature can 
occur, despite all precautions designed 
to prevent heat loss from the skin(/6). 
Since in our situation all heat loss from 
the lungs is inhibited, a similarity in 
the trend of body temperature might 
be expected. In view of the fact, how 
ever, that the actual inhibition of heat 
loss from the lungs occurred for only 
the last few minutes of the experimen 
tal situation, not much change in body 
temperature could be expected, and 
hence this function was not measured. 
For this reason we utilized only rapid 
indicators of autonomic stress. 

The “‘sluggishness”’ of adaptive func 
tions observed in this experiment has 
been found to be a characteristic fea 
ture of schizophrenics in the chronic 
stage of the psychosis, not merely in 
the domain of heat regulation, but in 
other aspects of physiological and psy- 
chological function as well (7, 78). 

What relationship this abnormality 
of the homeostatic mechanisms has to 
the psychiatric disorder is as yet not 


id 
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clear. One can only say that a defi- 
ciency in adaptive responsiveness of the 
autonomic reaction system might very 
well attect theability of the schizophren- 
ic patient to adjust in an efficient 
manner to the exigencies of the envi- 
ronment in which he is placed. Even 
when the stress of the environment 1s 
sufficiently strong to arouse an inte 
grated autonomic reaction in normals, 
the schizophrenic is unable to respond 
adequately. The fact that the auto- 
nomic nervous system of the schizo- 
phrenic cannot react efficiently to 
strong stimulation might well militate 
against the merely sympathetic-stimu- 
lating effects of present therapeutic en- 
deavors and might offer some explana- 
tion for the failure of such therapies in 
patients in the chronic stage of the psy 
chosis. 


SUMMARY 


The cardiovascular and respiratory 
reactions of 31 normal subjects and 2g 
schizophrenic patients have been stud 
ied in response to a thermal stress 
placed upon the organism by having 
them inspire oxygen in which the tem 
perature was raised to 41° C. and the 
humidity to the saturation point. As 
indicators, the blood pressure, heart 
rate, galvanic skin resistance, and re- 
spiratory rate and amplitude were used. 

\lthough the basal levels of the vari- 
ous indicators during a control period 
were quite comparable for both the nor- 
mal controls and the patients, the con- 
trol subjects gave significantly larger 
autonomic and respiratory responses to 
the increase in temperature and humid- 
ity of the inspired oxygen. The findings 
lend experimental support to indica- 
tions that the schizophrenic patient 1s 
sluggish in adaptive reactivity of the 
autonomic nervous system. 
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RESPIRATION AND PERSONALITY 


\ PRELIMINARY REPORT: 


PART lL. DESCRIPTION OF THE CURVES* 


Franz ALEXANDER, M.D. ann Leon J. Saut, M.D.** 


INTRODUCTION! 


rHis sruby of the influence of emotions 

or more generally ‘ ot pss chic tactors 

upon respiration, is a part of an in 
vestigation that has been conducted at 
the Chicago Institute for Psyéhoanaly 
sis on the relationships between body 
functions and emotional tendencies 
(74). 

\ study of emotional influences on 
respiration was undertaken because it 
seemed logical and promising. With but 
few exceptions, scientific progress comes 
not from a blind search for correlations 
or from isolated descriptions of phe 
nomena, but from planned research 
based upon logical expectation. We 
considered a correlation between respi- 
ration and emotion to be probable on 
the basis of the evidence from both 
common knowledge and scientific ob 
servation. Examples of everyday phe- 


nomena which illustrate this correla-. 


tion are the panting in fear, rage, and 
sexual excitement, the sighs of relief or 
despair, and the respiratory involve- 
ment in weeping and laughing. The 
posture of a person’s chest is commonly 
considered to be an index of his mental 
state. The scientific literature on respi- 
ration and emotion is extensive, and 


* Read at the American Psychiatric Association 
eeting, Ot. Louis issourl av 7, 1936. 
M at..4 ,M ,M : 


** From the Institute for Psychoanalysis, Chicago. 


! This section of the work is submitted before that 
dealing with psychological correlations because it 
takes months and vears to accumulate sufficient psy 


] 


chological data adequately to test our findings (since 


an analyst undertakes so few new analyses each vear) 
while, in the meantime, others may find useful thi 


me thod of analy sis of the curves he I n di scr br d. 


the reader is reterred to the reviews by 
Dunbar (4) and by Wittkower (25 
Romer (20) has claimed that he has 
been able to reach correct conclusions 
regarding an individual's personality, 
from studying his spirograms. There 
are numerous references to the uncon 
scious significance of respiration in the 
psychoanalytic literature. Freud () 
pointed out emotional factors in Dora’s 
“nervous asthma.” He described the 
Wolf-man’s use of inhalation to take 
in the Holy Spirit, and exhalation to 
be rid of evil spirits as well as to pre 
vent identification with cripples (9). 
Jones (75) refers to the mythological 
concepts of impregnation through 
breath, and Roheim (79) collected eth 
nological material showing the magic 
concepts of primitives connected with 
the respiratory act. Kenichel (6) in a 
neurotic case observed the unconscious 
symbolic significance of the inspiratory 
act as a means of incorporating objects. 
He also referred to anal-sadistic fan 
tasies of attacking (poisoning) by 
- 


breath. Oberndort (77) described a case 


in which sniffing was an equivalent of 


sucking. The relation of emotional ten 
sions to respiratory disturbances, es 
pecially to asthma, has been observed 
by a large number of clinicians and psy 
choanalysts, particularly Weiss (23) 


and I. Deutsch \ 3). \ cooperative 


study by the group of the Chicago In 
stitute for Psychoanalysis will soon ap 
pear (7). 

The immediate considerations which 
led to undertaking the present inves 
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tigation resulted from the study of 
emotional factors in gastrointestinal 
disturbances (2). The present work is a 
direct outgrowth of that study. It of- 
fered the advantage over the gastroin- 


testinal work, of the possibility of 


quantitatiy ely recording the phy siolog- 
ical function which is being correlated. 
This advantage is shared by studies of 
the influence of emotional factors upon 
blood pressure. 

In the study of gastrointestinal dis- 
turbances, it was found that psycho- 
logical tendencies are likely to influence 
physiological functions which 
have the same vector quality” (7). 
Psychological tendencies, with an elim- 


those 


inating vector, influence physiological 
functions of eliminating, incorporating 
psychological tendencies influence in- 
corporating physiological activities, 
and retentive wishes influence retentive 
activities. We asked 
whether these same elementary psycho- 


now ourselves 
logical vector tendencies that could be 
brought into causal relationship with 
certain gastrointestinal disturbances, 
might not also have an.influence upon 
the respiratory act. For in the respira- 
tory function also, all three of these 
vectors may find expression: incorpo 
rating tendencies in the inspiratory act, 
eliminating tendencies in the expira- 
tory act, and retentive in breath hold- 


ing. It was obvious that the only way of 


testing out this working hypothesis was 
to find a reliable method by which the 
relative strength of psychological fac- 
tors could be established in different 
personalities, and also to find a quanti- 
tative method for studying the respira 
tory act. 

roduced by Alexander to 


The wore for was int 


} 
i 
express the direction in relation to the individual of 


ith psychologically and 


mpulses 


which are seen b« 
Thes 


incorporative, 


physiologically. he groups as follows: 1) centrip 


tal, intaking, or 2) retentive, and 3) 


centrifugal or el native. Thus the investigator con 


] 


fronted by a mass of psychological and physiological 


+ ' bl rot ack tor amit tie } ft 
data Sabdic to dis nezuisn certain similarities Detween 
direction of th 


the two, namely, the impulses. 


TECHNIQUE 

To obtain the respiratory curves or 
the standard 
technique used in making basal meta 


spirograms we employ 


bolic rate determinations. Our machine 
is the usual metabolism apparatus with 
the capacity increased to 6500 cc. so 
that the patient’s vital capacity can be 
recorded at the end of the test. This 
makes it possible to calculate the abso 
lute respiratory or chest level (Fig. I )e 
This concept of the “‘chest level” or, 
better, “respiratory level”’ is illustrated 
in Fig. 7 and will be described later. 
The tests are given in the usual fashion 
with the patient as relaxed as possible. 
Two tests are given in one morning and 
repeated the following day. This pro 
cedure is repeated every one to three 
months. Since we found that the shape 
of the respiratory curves of a given in 
dividual was usually not markedly dif 
ferent under non-basal conditions, the 
later curves were sometimes done after 
a half hour’s rest, but not on an entirely 
empty stomach. This technique for ob 
taining respiratory curves has been crit 
icized by certain authors, particularly 
by Golla (77) who employs a much 
more refined technique. We have found 
that the curves obtained from approxi 
mately three-quarters of our ,subjects 
were relatively constant whether taken 
with mouthpiece or face mask, and usu 
ally even whether they were obtained 
not. If the 
mouthpiece and mouth breathing influ 
ence the individual’s respiration, the 


under basal conditions or 


influence is constant and characteristic 
of that individual. That ts 
the different 
vielded by individuals in a constant 
standard experimental situation. All 


, we Te rd 


shapes of spirograms 


tests are done by the same technician in 
standard fashion. We have, therefore, 
found no reason to change the tech 
nique, which has the advantage of sim 
plicity and standardization and makes 


it possible for us to compare our curves 
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with those obtained in various labora 
tories in the course of ordinary basal 
metabolic determinations. We also ob- 
tain curves with the kymograph run- 
ning at three inches per minute in addi- 
tion to those obtained at the usual rate 
of one inch per minute. Standingup may 
alter the curves. All of ours were ob 
tained with the subject supine, accord 
ing to the standard metabolism tech 
nique. 


tention to certain characteristics: The 
rate and depth of respiration are of 
course commonly known and require 
no explanation. 

The respiratory level (or chest level 
has been mentioned by a few authors, 
e.g. Greene and Coggeshall (72), but 
has been little utilized in work in the 
respiratory field. The expiratory-respir- 
atory level is that percentage of the to 


tal vital capacity which is composed of 


Supplementar 
A J 


oo lemen} (Chess Lewe] 
_ 


Fic. 


[In comparing spirograms with those 
obtained by other observers using the 
same method, the most important sin- 
gle point of standardization seems to be 
the amount of resistance of the appara- 
tus to free respiration. As this resist- 
ance is increased, the spirogram shows 
widening of the tidal air and disappear- 
ance of important details of form, for 
example, the respiratory pause (round- 
ing of the expiratory tips). 


DESCRIPTION OF THE CURVES 


In describing the spirogramsor respir- 
atory curves, we have directed our at 





Exp: rater 
Mean J 
Res p:ratery Respive tory 
Level Leve/ 
(Crest Level) 


tidal air plus the complementary air. It 
may be thought of schematically as the 
level of the diaphragm during normal 
respiration. The mean respiratory level 
is this percentage measured from the 
middle of normal tidal respiration to to 
tal inspiration, in relation to the total 
vital capacity. Variations in respiratory 
level are seen in Fig. Ze 

The rounding of the expiratory tips 
of the curves, shown in this figure, has 
been described in physiological text 
books as a normal respiratory pause. 
However, it occurred to an appreciable 
degree in only 40 per cent of our 75 


it 


it 
ie 


il 
e| 


ie 


al 
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male cases, and 30 per cent of our 76 fe- 
male cases. Actually it is of course not 
really a pause but a slower reversal of 
direction. It is probably due to an in 
crease of the expiratory stimulus rela- 
tive to the inspiratory, so that the 
change from expiration to inspiration 1s 
prolonged. 


In addition to these “chronic”’ phe- 


how Chest kere] 
Wiae Tidal Air 
Siew Rat 


Reunded \| 


Ins pive tery” 
Tips 
Rewnded 


Exprratery 


Tips 


Narrew TidalArre 
High Chest lere/ 


nomena of depth, rate, level of respira- 
tion, and rounded expiratory tips, cer 
tain characteristics so-called “‘spas- 
modic”’ pheaomena also appear in the 
curves. These are slight hesitations in 


inspiration and expiration which we 


call respectively inspiratory and expira- 
tory “hooks” and which are illustrated 
in Fig. 3. These “hooks” can be pro 
duced by swallowing, but they also ap 
pear at times when the subject does not 
swallow and is not aware of any hesita 





tion in his breathing. Another feature 
which has been described in the litera 
ture in connection with sighing respira 
tion, e.g. by Trumper (22) and others, 
consists in rather sudden, deep inspira- 
tory “spikes”? which may occur not as 
part of a sighing type of respiration but 
only occasionally and as a characteris 
tic feature of certain curves. Sudden 


breath-holding is also seen on the curves 
in the form of flat or squared inspira 
tory or expiratory tips and may also oc 
cur at any place during respiration. 
These are also seen in Fig. 3. These phe 
nomena are also encountered in labora 
tory animals. See for example illustra 
tions in papers of Nicholson (76) and 
Smith (27). 

We estimate the degree of rounding 
of expiratory tips as 0, 1 plus, 2 plus, 
and 3 plus. In doing this we take cog 
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nizance of the prominence of rounding, 
i.e. Whether the tips are markedly or 
only slightly rounded, and also of the 
percentage of the tips which show 
rounding at all (it is rare to find a curve 
in which every tip is rounded). The o 1s 
self. explanatory. We call 1 plus, those 
curves in which rounding is present 
but minimal, 3 plus, those in which it 


rounded tips. /ig. ¢ shows two sam 


g. 
ples of different degrees of rounding. 
This may be represented mathemati 
cally by taking the ratio Inspiration 


Expiration. Another method for more 


quantitative description of the round 
ing is by making a scale, as described 
by Finesinger (5). 


In addition to the spirograms of the 





is excessive in reference to the average, 
and 2 plus, all the intermediates. The 
middle and lower curves of /g. 2 show 
3 plus and o expiratory rounding re 
spectively. We have used this very 
rough method of expressing the amount 
of rounding as a first approximation. 
With the kymograph at three inches 
per minute instead of at the usual rate 
of one inch per minute, spirograms are 


obtained which are more easily studied 
for certain features, particularly for 


Institute patients, curves were ob 
tained from 16 patients with peptic ul 
cer referred by Dr. ‘, Meyer from the 
Michael Reese Out Patient Clinic. 
Kifty-two of the metabolism curves 
done at Billings Hospital were also 
studied. Dr. Read kindly gave us the 
opportunity to take curves on 46 para 
noid and hebephrenic patients at the 
Elgin State Hospital. The total number 
of individuals whose curves we have 


studied 1s 266. 
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AVERAGE FIGURES? 

\verage figures for the original In- 
stitute groups of 30 men and 36 women 
patients are: 

Males: Rate: 11.6, TA: §22.0cc., TA per 
cent: 15.7, ERL per cent: 82.8, VC: 3593.1 
cc. Rounding: 


fr 


43.3 percent, I plus 1 & 
per cent, 2 plus I 


ey) 


percent, 3 plus I 3. 


1 + 


per cent. Expiratory Hooks: o and 1—76. 


INDIVIDUALITY AND CoNSTANC\ 
OF THE CURVES 


Comparing a series of curves of one 
individual with a series obtained from 
another individual, two facts are 1m 
mediately apparent. The first is that 
the curve is rather typical of the indi 
vidual, like his handwriting. In other 


words, there are characteristic differ 





per cent, 2 and over 


23.3 per cent. Spikes: 
and I-—-93.3 per cent, 2 and over-——6.7 per 


cent. 


Females: Rate: 13.5, TA: 417 cc., TA per 
cent: 18.0, ERL per cent: 85.6, VC: 2453.4 


cc. Rounding: per cent, I plus 


27.8 per cent, 2 plus—16.7 per cent, 3 plus 
§.§ per cent. Expiratory Hooks:oand 1 
69.¢ per cent, 2 and over 30.5 per cent. 


Spikes: 0 and 1 


13-9 per cent. 


S6.1 per cent, 2 and over 


\ brief de scription ot the technique , Curves, and 
e findings has been published in: Proceedings of 


iv 
the An erican Physiologic il yO cv Mi n phis, Tenn . 


+ 


ences between the respiratory patterns 
of different individuals, just as their 
handwritings are different. In our se 

ries no two individuals have vielded 
identical respiratory patterns. [he sec 
ond fact is the constancy of any indi 
vidual’s respiratory tracing. In about 
three quarters of the Institute cases, 
despite variations in details, the major 
features remained characteristic of the 
individual over long periods (at least 
three years, the duration of our studies 

Those which showed considerable vari 
ability still retained recognizable in 
dividuality. Experiment showed imita 
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tion of another's spirogram to be 
extremely difficult. These observations 
received striking corroboration in an 
article by Gesell (70) on the individual- 
ity of respiration in dogs. We found 
certain patients who regularly squeeze 
out all the supplementary air at each 
expiration, and who, when their vital 
capacity is taken, are unable to squeeze 
out more air from their lungs by special 
effort than they do during their regular 
breathing. That such different types 
exist even among animals was demon- 
strated by Gesell who by recording ac- 
tion currents from the respiratory mus- 
cles found that among 27 dogs, two did 
not use any expiratory muscles, and the 
remaining 25 showed varying degrees 
of active expiration. Details may vary 
though the general character of the 
curves remains constant. 
ANTHROPOMETRIC CORRELATIONS 

The question immediately arises: Is 
not this degree of individuality and 
constancy of the respiratory curve de- 
termined by physical structure, by the 
individual’s body build or chest shape? 
To answer this question we made chest 
measurements on fifty patients in addi- 
tion to the usual records of height, 
weight, age, temperature, pulse and 
blood pressure. 

The following measurements were 
made using a thoracimeter with a spirit 
level: the circumference (axillary), 


antero-posterior axis, (from midline of 


sternum, level of third rib margin, in 
anterior axillary line), and transverse 
axis (axillary, on ribs). These were 
made with the chest relaxed, at full in- 
spiration, and at full expiration. Ratios 
were then calculated of: 
transverse antero-posterior 
, and 


longitudinal longitudinal 


transverse X antero-posterior 


longitudinal 


The product of the three axes was 
used as a very rough index of chest 
volume. 

We then sought correlations between 
these measurements and combinations 
of these measurements and character- 
istics of the respiratory curves. But by 
the use of graphs, and then with the ex- 
pert statistical treatment of the data by 
Mr. Harrison and Mr. Jaffe, we were 
unable to establish any significant cor- 
relations, with but one possible excep- 
tion. Our negative findings, of course, 
do not prove that such correlations 


with the physique do not exist, but if 


they do we have not as yet been able to 
establish them. The one correlation 
which occurred with sufficient fre- 
quency to be of possible significance 
was the rather high incidence of round 
ing of expiratory tips in women with 
small chests of relatively short length, 
and with a low degree of longitudinal 
expansion. 

The absence of correlation between 
style of breathing and physique is prob- 
ably becausethe respiratory movements 
are controlled by a complicated and 
delicate balance between opposing in- 
nervations, inspiratory and_ expira- 
tory (78). This sensitively balanced 
nervous control could be expected to 
determine the pattern far more than 
the body structure. 

Where certain types of thoracic pa 
thology exist we would expect to find 
some reflection in the spirogram. For 
example a patient with barrel chest 
showed a very high respiratory level, 
due probably to the inflexibility of his 
chest interfering with further expira- 
tion. 

RESPIRATORY EFFICIENCY 

In the Institute group the respira- 
tory efficiencies of different individuals 
varied from 8 to 32 liters of. oxygen 
breathed for one liter absorbed. 


~~ -»> —-—>— —_— — - [- 
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CORRELATIONS WITH SYMPTOMS 


Relative to the av erages of the entire 
group, 21 asthmatics (8 men, 13 wom- 
en) showed slightly faster rates, and 
less rounding, hooks and spikes. The 
fewer rounded tips in the asthmatic pa- 
tients may perhaps result partly or en- 
tirely from narrowness of the bronchial 
tubes since it is well known (73?) that 
rather shallow, slow respiration with 
rounded tips changes when the subject 
breathes through a narrow tube, to 
deeper, more rapid respiration with 
gradual disappearance of the rounded 
tips. Thus rounding may be masked by 
other factors. 


SPIROGRAMS OF PsyCHOTICS 


Through the kind cooperation of Dr. 
Read we obtained curves from 46 psy- 
chotic patients at the Elgin State Hos- 
pital. We are in no position to draw any 
conclusions from these and wish only to 
draw attention to the shallow breath 
ing, to the low respiratory level and ab- 
sence of rounded tips in most of the 
hebephrenic spirograms. (This is con- 
sistent, according to our interpretation 
of the curves, to be developed later, 
with their acceptance of dependence 
and passivity, 7.e. tendencies of intak- 
ing vector). Their rapid and shallow 
breathing has been noted by various 
workers (24). Sudden breath-holding 
‘““squares’’) of over fifteen seconds has 
appeared only in the records of psy- 
chotics or \ ery severe neurotics, as well 
of course as in such cases as respiratory 
tics. 


PSYCHOLOGICAL CORRELATIONS 


Our evidence at present is suggestive 
of a correlation between intaking and 
eliminating tendencies which are ob- 
servable in the mental life, and charac- 
teristics of the spirograms, particularly 
between a preponderance of eliminat- 
ing over intaking tendencies and round- 


ing of the expiratory tips. We have also 
tried “‘factoring”’ the records for all de- 
tails associated with inspiration as op- 

posed to those associated with expira- 

tion. Kor example, inspiratory spikes, 
inspiratory hooks, wide tidal air, round 

ed tips at inspiration, square tips or 
breath-holding at inspiration and low 
chest level, are apparently all connect- 
ed with increased inspiratory tenden 

cies in respiration; while shallow respi 

ration, hooks interrupting inspiration, 
rounding of expiratory tips, square ex 

piratory tips or breath-holding at ex 

piration and high chest levels, probably 
result from a relative over-balance of 
inspiratory by expiratory forces. This 
work on correlations between psycho- 
logically observable trends in the indi- 
vidual, and features of his spirogram, is 
still in progress. The results are as yet 
only suggesti\ e. We expect to report on 
them further in the near future. 


SUMMARY 


A study has been undertaken of re- 
spiratory tracings with special refer- 
ences to psychological correlations. We 
use an ordinary metabolism apparatus, 
with very low resistance to respiration, 
and enlarged so as to be able to include 
the vital capacity on the same tracing. 
In describing the curves we consider 
rate, depth, respiratory level, rounding 
of tips, “hooks,” “‘squares’”’ (breath 
holding) and “‘spikes.”” Averages for the 
Institute group are given. The tracings 
are quite individual and relatively con- 
stant in approximately 75 per cent of 
the cases. No correlations with chest 
shape were found. Respiratory efiicien 
cies varied from 8 to 32 liters of oxy gen 
breathed for one liter absorbed. Spiro- 
grams were obtained from small groups 
of asthmatics, hebephrenics and para 
noids. A study of correlations between 
the records and the intaking and elimi 
nating tendencies of the individual 
now 1n progress. 
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THE COURSE OF A 
PSYCHOTHERAPY 


DEPRESSION TREATED BY 
AND METRAZOL* 


Roy R. Grinker, M.D. anon Heten V. McLean, M.D.** 


INTRODUCTION 


DOUBTS AND misgivings assail the con 
temporary psychiatrist regarding the 
importance of psychological or biolog 
ical factors in the etiology of functional 
psychoses, and psychological or phar- 
macological methods in their treat- 
ment. The discovery of pharmacologi- 
cal shock therapy for the psychoses 
which was for only a short time re 
with 
largely responsible for this state. 

New methods of therapy should be 
objectively evaluated for only emo 


ceived cautious conservatism 1s 


tional bias is portrayed by immediate 


acceptance or rejection. The ay idity of 


interest aroused and the rapidity with 
which the use of insulin and metrazol 


treatments spread into every corner of 


this country from university clinics to 
state hospitals attest a certain prepar 
edness and eagerness of the rank and 
file of psychiatrists for an organic ap 
proach to their problems. 

Two striking statements typifying 
this attitude be cited. Bernard 
Sachs in his “Present Day Trends in 
Neuro-Psychiatric 


may 


writes 
with enthusiasm of chemical, pharma 


Research” 


cological and electrical studies on the 
nervous system but has not one word 
in 1939 for psychological research. He 
pleads for neuropsychiatrists who have 
adhered to orthodox doctrines to keep 
their forces well in hand for an impend- 
* Read at a meeting of th 
ociety, February 16, 1940. 
** From the Institute for ysis and the 


Dx partment ot Ne uropsychiatry of the Mic hael Reese 
Hospital, Chicago. 


Chic ayo 


Psychoanalytic 
S 


Psychoanal 


ing battle to keep neuropsychiatry on a 
(745) 
states that ““There is more reason to 


sound organic basis. Meyerson 
extol in the case of the psychoses the 
pharmacological measures and the psy 
chological stimulations than psycho 
analysis.” 

Perhaps it might be stated more dy 
namically that the kraepelinian hope 
for specific organic bases for the psy 
choses has never been abandoned but 
only repressed into latency. Nissl’s (76) 
attempt to find specific cellular mor 
phological changes in the psychoses, in 
cluding melancholia, failed so that the 
hope for an organic etiology became 
displaced onto modern chemical pa 
thology. 

On the other side, among the psycho 
analytic psychiatrists whose perspec 
tive may be narrowed by the fact that 
the field of vision of many includes only 
psychological causes, psychodynamic 
explanations and pure psychotherapy, 
another attitude toward shock therapy 
was naturally expected and found. 
Convulsive seizures as a means of treat 
ing a mental disturbance are abhorent 
and any good in them 1s 4 priori denied. 
An example in point is Zilboorg (22) 
who states: 


of the 19th century 


the great str 


Krom the beginning 


on, through des made by 
chemistry, we have returned imperceptibly 
met 


Hippo 


to the pharmacological ages of yore 
razol) to the Drekapotheke and 
cratic humoralism.... 

Except for a few cases, these therapies 
with their induced convulsions... rep 


resent the expression of an ancient trend of 
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conscious and mostly unconscious hostility 
against the mentally ill. 

Among these hostile therapies Zilboorg 
includes hyperpyrexia for general pare- 


sis, an empirically derived method of 


unquestioned therapeutic value against 
a disease of spirochetal origin. There 
are other therapies none the less valua 
ble because of their empirical origin. 
There is an unexpressed idea that psy- 
chological disturbances cannot be treat- 
ed by directly attacking theorgan whose 
functions are expressed subjectively in 
the psychological symptoms; and if any 
benefit results it must have a psycho- 
logical explanation. This is obviously 
an error in biological reasoning. Fur- 
thermore, surgery may be for some a 
sublimated sadism but this does not 
make it less valid as a therapeutic pro- 
cedure. The emotional attitude of the 
neuropsychiatrist may be, as Zilboorg 
stated, hostile to his patient but.a tech- 
nic of therapy cannot in itself be sadis- 
tic. 

Just as the confirmed organicists use 
pharmacological shock as a weapon to 
promulgate their organic bias in a bat- 
tle against psychological concepts, so 
the psychoanalysts consider metrazol a 
threat against all that they have won in 
a bitter struggle to disseminate a psy- 
chodynamic point of view. Contrast the 
statements of Sachs and Zilboorg and 
one gets the impression that a final and 
decisive battle is about to be fought 
over the fertile valleys of psychiatry. 


Neither is obviously a scientific point of 


view and both serve to create doubts 
and misgivings in the minds of many. 

These matters of professional emo- 
tions are unimportant if one can be sat- 
ised that the treatment, for whatever 
reason, works. The facts are that it does 
effect remissions in depressions. (4, /0, 
78) Depressions of long duration—two 
or three years—can be stopped in a 
week. The recovery rate is high no mat- 


ter how long the duration because of 


the absence of deterioration (70). De 
pressions of the type known to continue 
for six or eight months can be aborted 
to two or three weeks’ duration. Invo 
lutional melancholia, a devastating 
condition which often loses the race to 
cerebral arteriosclerosis can be over- 


come in a few weeks. The experiences of 


various workers in the field are fairly 
clear and unequivocal; they are sum- 
marized briefly as follows: 

In this country Bennett (7) was the 
first to use convulsive shock therapy in 
the depressive psychosis. In September 
1938 he reported nine depressed pa 
tients in whom he obtained uniformly 
excellent resultsafter twoweeksof treat 
ment. In a later publication many 
more recoveries were reported even 
from mid-life and presenile depressions 
(2). He encountered no complications 
although three patients were past sixty 
years of age. He stated that the pa- 
tients would awaken from the treat- 
ment in a euphoric mood with remarks 
such as “I have come to life.” The au- 
thor speculates that the severe circula 
tory shake-up or the profound bio 
chemical cellular metabolic reaction 
may be responsible for the improve 
ment. He also indicates the possibility 
that the demands of an overstrict con 
science for punishment were satisfied 
by the shock treatment, freeing the 
conscience and enabling the patient to 
start life over again liberated from its 
compulsive pangs. However, later in 
the paper he states, ““We cannot ex- 
plain the mechanism of recovery in 
these patients but it is physiological in 
these cases and not psychological. The 
circulatory change in the cerebrum re 
sulting in the convulsions seems to have 
some direct effect upon the emotional 
centers of the brain, alleviating anxiety 
and depression. The effect seems strik- 
ingly similar to that described after 
prefrontal lobotomy.” Indeed, Lyerly, 
(77) using the method of prefrontal lo- 
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botomy (/4) on twenty-one cases of 
involutional melancholia, psychoneu- 
roses and anxiety states, reports cures 
without deficit in any mental function. 

Bennett (/) writing again in the Bul- 
letin of the Menninger Clinic, enumer- 
ates the strong feelings of guilt which 
his patients demonstrated and _ their 
great need for punishment which ap- 
parently was gratified by means of an 
induced convulsion. The author here 
brings in the “death instinct” but its 
relationship to the therapeutic effect is 
not clear. This paper is quoted only to 
show the author’s indecision for in al- 
most two simultaneous publications he 
favors a physiological and then a psy- 
chological explanation of the beneficial 
effect of metrazol in depressions. 

Wilson (20) reports a five-month fol- 
low-up study on 37 patients diagnosed 
as manic depressive psychosis or invo- 
lutional melancholia treated with met- 
razol. Depressed or agitated patients, 
after an initial shock, were miraculous- 
ly improved, often showing a mild ela- 
tion. This so-called cure would fade or 
the patients even become worse if treat- 
ments were not continued. Sometimes 
an improved condition was upset by 
subsequent shocks. In the interval be- 
tween shocks the patients dreaded the 
treatment and focused their attention 
on back pains and aches which resulted 
therefrom. During this period hydro- 
therapy and occupational therapy were 
utilized but no mention is made of psy- 
chotherapy other than the word itself. 
Of the 37 patients, six months after dis- 
charge, 76 per cent were definitely im- 
proved. Of 19 cases of involutional mel- 
ancholia, 78 per cent made a good social 
and economic adjustment. 

Cronick, Scherb and Karnosh (5) re- 
port the results of metrazol treatment 
in 47 patients with manic depressive 
psychosis. They indicate four types of 
results: 1) Abrupt recovery of a total 
type and permanent for the present cy- 


cle (usually 5 shocks); 2) Gradual im 
provement with continuous trend to 
normality, taking as many as 10 to 25 
shocks to achieve; 3) Improvement, fol- 
lowed by relapses on cessation of ther- 
apy, the cycle repeated in many cases 
two to four times; (In this group are 
depressed patients who relapsed into a 
manic phase, itself responding to treat- 
ment). 4) Patients with no remissions. 

Grotjahn (Sa) reported a patient 54 
years of age who was given metrazol 
while in a complete negativistic de- 
pressed state. Following the injections 
she felt kinder toward people, stated 
that she was calmer and felt better. She 
began to dress better, go to amuse 
ments, arrange flowers in her room and 
laugh and sing. In describing her recov- 
ery she said: “I hated everything. | 
even hated the door, the rug under the 
table. During the metrazol treatments 
I put myself in your hands. It was like 
being reborn. The hate left me. I did 
not give up the depression; it just dis- 
appeared. I was only watching. The 
metrazol took the depression out of my 
hands.”’ Grotjahn remarks that during 
the depression the patient spoke well of 
her mother but in the stage of improve 
ment she manifested clear hostility and 
hate. 

The Youngs (2/7) report favorable re 
sults in 21 cases of depression treated 
by metrazol. Improvement was noted 
after the first or second treatment and 
the average number of shocks was sev- 
en. The more marked the depressive 
features, the better the response, where 
as anxiety seemed to affect the results 
adversely. The authors used psychother 
apy after the pharmacological treat 
ment. Recovery was associated with 
only a superficial type of insight and 
the patients were more interested in re 
turning to their usual lives than in un- 
covering psychodynamic features in or- 
der to prevent future recurrences. The 
Youngs feel that there is danger of dis 
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regarding psychological factors and 
neglect of broader aspects of patients’ 
problems because of the striking results 
of the new method. 

Meduna and Friedman (7/9) point 
out the lack of possible controls in con- 
sidering remissions in depressions since 
in eXx- 
tremely variable and often very short 
periods of time. It is even difficult to be 
certain that there is shortening of the 
depression but experiences of many 


these spontaneously recover 1n 


psy chiatrists as well as our own seem to 
indicate a positive value. Meduna indi- 
cates that it is not known what particu- 
lar phase of this therapeutic convulsive 
syndrome is of importance in producing 
the remission. The anxiety and fear 
may be as important as the convulsive 
seizure. Anxiety and panic from cam 
phor injections without convulsions 
In order 
to lessen the fear, Meduna has used 


were beneficial in some cases. 


scopolamin before the injection and ob- 
tained excellent results. Cohen (}) 
found that fear of treatment had little 
value and that the induced fear caused 
by slow injections of small doses of met- 
razol had far less beneficial effect than 
the convulsions. Bennett now abolishes 
most of the clonic phase of the seizure 
by curare, reducing anxiety without 
diminishing therapeutic effectiveness: 
Lipschutz (9) and his co-workers, how- 
ever, found that schizophrenics and de- 
pressives with marked and obvious 
guilt feelings and need for punishment 
responded best to metrazol. 

The-use of metrazol has recently be- 
come widespread in the affective ps) 
chosis and, as Menninger states (7?) its 
therapeutic effectiveness may be great- 
er in depressions than in schizophrenia. 


Younger psychiatrists even speak of 


cures although the permanency of re- 
missions has not yet been established. 
Whereas in the case of schizophrenia 
the new pharmacological therapies 
have livened up the mental hospitals 


and psychiatrists are doctors 
again, they have also served to redirect 
interest in what was often considered a 
hopeless state. If pharmacological meth 
ods of treatment should ultimately 
prove to be of little value, even then 
the great attention of nurses and doc 
tors to the patient, their therapeutic 
enthusiasm, their interest in keeping 
touch with patients for purposes of sta 


once 


tistical recording, 7.¢., ““kormer Pa- 
tients’ Associations,” Cl ss all serve in 

directly to gain for the schizophrenic 
some possibilities of interest on the part 
of persons who could be used for psy 

chological support. 

For the depressions, shock therapy 
tends to reduce psychological under- 
standing. Interest in uncovering basic 
psychological causes has decreased, for 
the busy psychiatrist now hardly waits 
for his patient to undress in the hospi- 
tal before shocking him into insensibil 
ity with his first metrazol injection and 
even uses the method in ambulatory 
patients outside the hospital. No one 
has stressed as much as Meduna him 
self the necessity for careful psycho 
logical understanding and therapy of 
patients during and after shock and he 
believes that many failures of the meth 
od are due to absence of appropriate 
simultaneous psychotherapy. In de 
pressions with a much better outlook 
and with far greater possibility for per 
manent stabilization, shock therapy 
has diminished psychological interest 
and worse yet, the treatment threatens 
to invade the entire field of the psycho- 
neuroses. We can only speculate as to 
the possibilities for the production of 
psychoses in these conditions. 

In the literature we are unable to find 
any but occasional fragmentary psy- 
chological studies of depressed patients 
treated by metrazol. We wish to report 
in detail one such case treated-psycho- 
therapeutically before and after metra- 
zol and our general experiences with the 
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drug in depressions. Our theoretical 
conclusions will indicate, we hope, that 
metrazol is of value in this psychoso- 
matic condition by virtue of its physio 
logical and psychological effects and 
that it is a useful method of psychoso 
matic therapeutics when propertly uti- 
lized. 


Case Report 

Past: The patient was first seen by 
one of us (H. V. McL.) in October 1937 
She was an attractive very feminine 
appearing woman, 43 years old. As far 
as is known the only member of her 
family who ever developed any severe 
mental illness was a maternal aunt who 
had for many years been hospitalized 
for a depression. Only a few significant 
facts are known about the patient’s 
early history. She was the oldest child, 
adored by her father. A sister’s birth, 
when the patient was four, was trau- 
matic since the patient no longer had 
the entire devotion of her parents. She 
was always a good sweet child who 
shifted her responsibilities in the fam- 
ily on to her sister or mother. At twen- 
ty vears, she married her husband, 
Thomas, who was then a promising 
handsome young man. He later became 
a wealthy successful lawyer. Three chil 
dren were born: Betty, 23 years, mar- 
ried; Dorothy, 20 years; Ann, 10 years. 
lor nearly twenty of the twenty-seven 
years of married life, the patient con- 
sciously felt that her marriage was per- 
fect. The compulsive traits of her hus- 
band were obvious to others, but she 
maintained that he was all desirable. 
The two oldest children were well be- 
haved and attractive. To them, she was 
a self-sacrificing, devoted mother. Her 
household was run with exquisite com- 
pulsive perfection. She developed no 
meaningful sublimated interests. 


Present Illness: (In the winter of 


1936-1937, the patient began to com- 
plain that she was a failure as a wife 


and that she was responsible for the 
maladjustment of Ann, the youngest 
daughter. She neglected the manage 

ment of her complicated household. A 
psychiatrist was consulted who made 
the diagnosis of neurotic depression. 
Any deep psychological therapy seemed 
contraindicated in view of the limited 
“ego span” of the patient. Krom the 
superficiality of all her human relation 

ships and her failure to develop any 
meaningful sublimations, it seemed ap 

parent that all of her object relations 
had been primarily narcissistic in char- 
acter. Later observation by both of us 
confirmed this judgment of the first 
psychiatrist. After a few interviews 

with the psychiatrist, the patient was 
advised to travel in order to separate 
herself from her husband and Ann. On 
her return in the summer of 1937, she 
and her husband lived in a hotel so that 
she was free of household responsibili 

ties and Ann was away at camp. Dur 

ing the summer she was much im 

proved; she rode, swam, played golf 
and participated in the gay activities 
of her social group. In the fall, Ann re 
turned and on moving back to the 
home the patient had again the respon 

sibility of household management. 
Probably of greatest importance for the 
development of her illness was the fact 
that her husband had just begun psy 

choanalytic treatment with her first 
psy chiatrist. This necessitated the 
transfer of the patient to one of us. (H. 
V. McL.) In the light of later events, it 
is known that she felt this as a rejec 
tion. Her designation of her psycho 
therapy as “‘analysis”’ is an indication 
of her resentment at being rejected by 
the first psychiatrist. 

When first seen in October 1937, the 
patient presented the picture of an agi 
tated, anxious appearing woman. She 
complained about her complete inade 
quacy as a wife and her failure all her 
life as a mother. She felt that she had 
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really never done anything for anyone 
but had always been utterly selfish; 
now she was ruining her husband. Ann's 
aggressive, unsocial behavior was all 
her fault. She was unable to manage 
her house and never had done it well. 
She was herself going all to pieces; her 
skin and hair were frightful. Each 
morning she awoke drenched in sweat, 
unable to decide what to do with her 
day. Her husband gave all the orders to 
the servants and made all social engage- 
ments. After her breakfast tray, she 
would feel an overpowering need to get 
away from the home which seemed so 
unattractive to her, and yet she would 
delay her departure because she was 
unable to decide which dress or hat she 
would put on. In the morning before 
she left her home, she would have five 
or six loose stools and profuse vaginal 
discharge. The diarrhea would cease as 
soon as she left the house only to return 
the next morning. For five or six hours 
of the day she would walk desperately 
and would return home just before her 
husband came back from his office. 
After such strenuous activity, she felt 
physically exhausted, but emotionally 
she was calmer. In the evening she was 
able to enjoy being with her friends or 
going to the theatre. In retrospect the 
next morning she would report that she 
was inferior to everyone else at a gath- 
ering. Actually she would admit that 
during the evening she had felt well and 
happy. When she came to an interview 
she was always perfectly groomed al- 
though she protested that she was 
messy, dirty and unattractive. At first 
she greeted the psychiatrist in a for- 
malistic, over-polite manner. During 


the interview she would throw herself 


around in the chair or in bed in a dra- 
matic fashion. As the interview came to 
an end, she would cling to the doctor, 
all the time protesting that this treat- 
ment was doing her no good. 
Observations under Psychotherapy: 


In the beginning, the patient insisted 
that her marriage had been perfect. She 
said, ‘How could I be unhappy when 
Thomas gave me everything | wished 
for?’ Gradually she began to express 
her resentment at Thomas—-even dur- 
ing their engagement he had disap- 
pointed her; for example, his own anx- 
iety kept him away from their engage- 
ment reception. After marriage he dis 
liked going out as he became anxious 
in social gatherings. He would become 
fatigued in the middle of a dance or 
dinner party and she would dutifully go 
home with him. They would make plans 
to go on a vacation trip but again and 
again after all the plans were made or 
even after the trunks were packed, he 
would find it necessary because of busi- 
ness matters to postpone the vacation; 
or if they did get away to a gay resort, 
he would insist that it would be more 
fun for the two of them to be alone, and 
their meals would be sent to their 
rooms. Finally she admitted that she 
had insisted on the last child Ann be- 
cause she thought another child would 
bind them together more closely; in 
other words, the child was to be a de 
fense against the increasing tension of 
her unconscious with 
Thomas. During the pregnancy it oc 
curred to her that she would have an 
abortion; such a murderous wish she 
quickly suppressed. After Ann’s birth, 
she felt it was a nuisance to have a 
small crying baby around the house; 
she alternated between rejection of Ann 
and overprotection as a compensation 
for her hostility. Inevitably Ann devel 
oped into a very trying child, which 
only increased the mother’s guilt. At 
about this period in the patient’s life 
she began to suspect her husband of in- 
fidelity. Thomas insisted on vacations 
and parties with the suspected woman 
and her husband. The patient repressed 
all her jealousy, acquiesced in foursome 
trips and convinced herself that she was 


dissatisfaction 
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a devoted friend of her rival. The rival 
died about a year before the illness 
started. The long repressed hostility to- 
ward this woman came to consciousness 
and she occasionally thought, “I’m 
glad she’s dead.” 

During the same period her oldest 
daughter married. Consciously she was 
pleased by this but her unconscious 
hostility was shown in her doubt of 
Betty’s happiness (there was no real 
basis for this doubt) and her concern 
at being a grandmother. In the winter 
of 1936-1937 she became conscious of a 
strong sexual interest in her gynecolo- 
gist. She was appalled that she should 
have such forbidden feelings. Her at- 
tempts to deny the existence of such an 
attraction failed and she continued her 
attempts at seduction of her doctor. He 
however, refused to have any sexual 
intimacy, although he saw her socially 
and in téte a téte during the summer of 
1937. These contacts had ended by 
October 1937. Her only opportunity for 
seeing him was her weekly visit to his 
office where local treatment for the va- 
ginal discharge and endocrine therapy 
were being given. 

The precipitating causes of the pa- 
tient’s illness seem clear: 

1) A possible psychophysiological in- 
stability accompanying the menopause, 
decreasing libido serving to increase the 
tension of the hostile drives. 

2) An ever increasing dissatisfaction 
with and anger toward her husband, 
arising from two sources: a) his failure 
to gratify her dependent needs, and b) 
his suspected infidelity, c) guilt over 
her rival’s death. 

3) The maladjustment of her daugh- 
ter Ann. 

4) The marriage of her daughter 
Betty. 

5) Her own extramarital sexual de- 
sires and the rejection by the gynecolo- 
gist. 


6) Rejection by the first psychiatrist. 


The illness falls chronologically into 
four periods: 

1) October 1937 to December 1937. The 
patient lived at home with a nurse 
companion who was instructed not to 
limit the patient’s activities unless a 
real suicidal danger appeared. The pa 
tient was finally hospitalized for the 
sake of her husband and Ann, and to 
prevent any further accumulation of 
guilt, as she actually was neglecting her 
house and child and making her hus 
band’s life miserable. She was seen by 
the psychiatrist almost daily. At first 
denial of any imperfection in her mar- 
riage, of any possible anger against 
anyone else was her method of defense 
against hostile feelings. Gradually she 
was able to verbalize some hostile feel- 
ings, but because of the guilt, she still 
turned the major part of the hostility 
against herself in feelings of self-depre 
ciation. 

2) December 1937 to June 1938. While 
the patient was in the hospital, her 
daughter Dorothy, who was away at 
school, suddenly became gravely ill. 
She could not decide whether to go to 
her or not but the psychiatrist insisted 
she must go. Immediately she began to 
plan and made the journey with her 
nurse arriving just before the daugh- 
ter’s death. To her husband, Dorothy's 
death was an almost unbearable loss, 
since the husband had been particular 
ly close to this child. The patient was 
calm, brave and dry eyed. Her behavior 
brought terms of great praise from her 
husband and friends. Within a week all 
of the symptoms of her illness had dis 
appeared. She was convinced, however, 
that she was responsible for Dorothy's 
death. She had wanted to hurt her hus 
band and Ann and had been guilty of 
extramarital desires. Dorothy’s death 
was her punishment. It seemed advisa 
ble for the patient to get away from her 
home, so with a nurse she went to Flor 
ida. She continued to be obsessed with 
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guilt for Dorothy’s death. In March 
her husband nearly had a fatal auto 


mobile accident. The disappearance of 


her obsession coincides with this acci 
dent to the husband. On her return 
home, the patient easily resumed the 
management of her household. Her re 
lations with Ann were markedly im 

proved and to her husband she was a 
sympathetic, comforting wife. She nev 

er mourned Dorothy. 

3) June 1938 lo Sept mober 1Q3 ,. She 
became disturbed again around the an 
niversary of Dorothy’s birth. During 
on her return she 
talked about Dorothy and trieddramat 
ically and desperately to cry. Within a 
week she returned somewhat agitated 
and depressed. She quickly revealed the 
precipitating causes of the return of her 
illness. When she returned from Florida 
she found that Thomas had put a pho- 
tograph of her dead rival in the living 
room. Her resentment and anger were 


the first interview 


repressed, but a further incident caused 
intolerable resentment. Thomas told 
her that he and the husband of the dead 
woman were giving money to an educa- 
tional institution as a joint memorial 
for the dead woman and Dorothy. The 
use of this new illness to punish her hus 
band was partially conscious to the 
patient. She could see it herself as the 
adult equivalent of a childish temper 
tantrum but she felt incapable of check- 
ing her rage. A dramatic incident will 
illustrate her exhibitionistic attacks on 
her husband. For an hour she had been 
talking quietly and rather normally to 
the doctor when she heard her hus 
band’s car on the drive. Immediately 
she began to shout and complain about 
how sick she was. In contrast to her 
earlier illness, she felt relatively quiet 
during the day but, with the husband’s 
return at night, all her symptoms be- 
came exaggerated. Toward the doctor 
she also became enraged, once leaving 
the office with the angry threat that 


this was the end. From the moment of 
her knowing that her psychiatrist (H. 
V. Mcl.) must because of necessary de 

parture from the city transfer her to a 
third psychiatrist, she denied all insight 
offered. She protested violently that it 
made no difference to her if the physi 

cian left her since the treatment had 
been of no help and no one could help 
her. 

In the interval, after the psychia 
trist’s (H. V. MclL’s) departure for her 
vacation in August 1938, the patient 
had apparently become much worse 
again and was then seen daily by R. R. 
G. She had added to her complaints a 
fear (?) that her husband’s analvsis was 
useless because since his analyst was 
away on vacation he was as bad as ever. 
Otherwise no noteworthy change in be 
havior was observed from that previ 
ously described. 

After ten days the patient was per 
suaded to accompany the psychiatrist 
on his vacation to a summer resort for 
three weeks. Although she felt it use 
less there was obviously gratification in 
the attention this indicated. The in 
conveniences typical of a summer re 
sort probably contributed a large mas 
ochistic gratification to her. 

The patient had a great deal of anxi 
ety and agitation which was reflected in 
her restlessness, walking up and down, 
wringing her hands. Her previous life 
had indicated that little motor 
skill was ever acquired and it was im 
possible for her to displace any of her 


very 


repressed hostility on to formal games. 
While she was in these tense and ag! 
tated states an attempt was made to 
encourage a free expression of hostility. 
It was apparent that there was great 
fear that if she allowed herself to ex 
press her rage, it would be of a murder 
ous type. On several occasions she at 
tacked the psychiatrist from. behind, 
kicking him and scratching at him, 
with much relief of tension and con- 
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siderable betterment for several days 
after. One morning she awakened and 
her nurse, who was much shorter and 
slighter in build than she, lay sleeping 
in the adjoining bed. The patient 
picked up a chair and attempted to hit 
the nurse but fortunately the rickety 
summer resort furniture broke before 
her end could be accomplished. 

During the period when a friend was 
with her as a companion she was at her 
best and likewise in the presence of 
strangers. When her younger sister was 
with her the patient had the most se 
vere states of agitation and would make 
gestures with her hands as if strangling 
a young baby by the neck. This gesture 
was accentuated at the time when her 
youngest child wrote to her about cer 
tain problems at camp. 

On arriving in the country the pa 
tient’s belongings were searched fruit 
lessly for drugs which could be utilized 
for suicide. Nurse and companions were 
instructed to make no restraint on the 
patient’s activities and have no con- 
cern over suicide. The patient was 1n- 
formed of our lack of cancern. On sev- 
eral occasions she treatened to kill her 
self, especially when tension was high 
and hostile impulses were close to the 
surface, and ran toward the lake or into 
the woods. No one followed her and she 
always returned home in a very short 
time. 

One day when the psychiatrist and 
patient were standing on a porch about 
six feet above a grassy sward, the pa- 
tient threatened suicide and began to 
rock herself over the railing. Her excur- 
sions were slight but an attempt was 
made to lead her gently away. She im 
mediately resisted and tried to dash 
away in an apparently frenzied attempt 
to throw herself over. The psychiatrist 
attempted further to prevent this and 
a violent struggle ensued, with the pa- 
tient fighting like a tigress to jump 
over. She succeeded, dropped on her 


feet and walked away, indicating the 
exhibitionistic nature of her suicide at 
tempts and the dangers of interference. 

The patient verbalized no direct evi 
dence of affection for the psychiatrist. 
She tried to keep him with her as long 
as possible and often leaned against 
him physically as a small child against 
a parental support. No erotic interest 
was apparent, although the psychia 
trist’s sex was altered in the shift from 
H. V. McL. to R. R. G. The same 
methods of psychotherapy were em 
ployed and no appreciable improve 
ment in the patient was noted. 

The therapeutic measures utilized 
from October 1937 to September 1938 
were as follows: 

I. Continuation of endocrine therapy) 
(Theelin). 

I]. Nurse-companion. 

111. Mild phenobarbital sedation. 

IV. Psychotherapeutic interviews 
which attempted 1) to correct her un 
realistic perfectionistic attitudes; 2) to 
show the secondary gain of her illness 
a) as a method of hurting her husband, 
b) as a method of gaining narcissistic 
and exhibitionistic pleasure and c) asa 
method of avoiding family responsibili 
ties; and 3) to direct outward her hos 
tile self-destructive drives. Very little 
attempt was made to discuss her prob 
lems apart from her contemporary life 
situation. 

Psychodynamic Summary: Vhe pa 
tient was an extremely dependent, self 
centered individual. | lerobject relations 
had always been dependent and narcis 
sistic in character. She had always been 
protected and by means of her family’s 
and husband’s important positions her 
self-esteem was gratified. 

She married a man who would be 
able to satisfy her oral receptive desires 
but who was himself strongly depend 
ent. Thus the relationship was a mutu 
ally dependent one. She consistently 
denied any dissatisfaction with her hus 
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band. Oral dependence was substituted 
for the frustration of her feminine 
wishes. By both the husband and wite 
the illusion of a perfect marriage was 
maintained. Krom this fiction the pa 
tient obtained narcissistic and exhibi- 
tionistic gratification. When the marri- 
age was threatened by her husband’s 
infidelity, she had a third child. Against 
this child, how Srver. she dev eloped de- 
structive feelings which were in part a 
repetition of her early rage against her 
mother’s pregnancy w ith her sister, and 
In part against her husband and his 
supposed mistress. The guilt for such a 
murderous wish made her turn the hos 
tility 
marked self-depreciation and castiga- 
tion. The patient also identified with 
the rejected child. 
her husband’s suspected mistress, the 
patient was no longer able to repress 
her jealousy and death wishes against 
a mother-sister figure. The marriage of 
Betty, the oldest child, caused still 
more unconscious rage. Through the 
interest in her gynecologist, she at- 
tempted an erotization of hostile feel- 
ings. The rejection by him was a fresh 
trauma to her feminine narcissism. The 
coincident rejection by the first psy- 
chiatrist increased and blocked any 
erotization of her hostility. Her only 
solution was the turning of her hostile 
feelings against herself in her illness. 
By this means she could revenge her- 
self on her husband (also on her gyne- 
cologist and psychiatrist), and punish 
herself for such hostility. The illness it- 
self gave her masochistic, narcissistic 
and exhibitionistic gratification. Her 
compulsive need for muscular activity 
served as a partial outlet for aggressive 
feelings as is shown by the improve- 
ment each day after she exercised to 
the point of exhaustion. 

Some explanation is needed of her 
sudden return to apparent health and 
of her inability to mourn Dorothy’s 


against herself in the form of 


After the death of 


death. This death symbolized the turn- 
ing outward of her _ hostile 
against her motherly husband 


wishes 
and at 
the same time against the child (her 
sister). The obsessional guilt over Dor- 
othy’s death remained until through 
another intervention by tate the hus 
band almost died. Through this accident 
the hostility against the child, which 
was largely a displacement from the 
parents who produced the child, found 
direct expression. After the daughter's 
death, greater narcissistic and exhibi 
tionistic gratification could be obtained 
from her dramatic return to apparent 
health. Repeatedly her friends and hus 
band told her how 
brave she was. 


courageous and 
All mourning for the 
real loss of a daughter was pushed away 

since her death was felt more as a 
realization of her hostile wish against 
her husband rather than as an actual 
object loss. 

In May 1938 she was beginning a pe- 
riod of mourning, when again her dead 
came into her home. Her conscious 
anger at this stupidity on her husband's 
part probably would not have over 


whelmed her, but when she learned of 


the combined memorial to her dead 
daughter and dead rival, she felt her 
rival who had already taken her hus- 
band was now stealing her child. Her 
illness was a thinly disguised attack on 
her hated husband. 

Metrazol Therapy: The patient re 
turned to the city in September 19338, 
and immediately entered the Michael 
Reese Hospital. Here her behavior was 
again typical of an agitated depression. 


For ten days hypodermic injections of 


progynon and proluton were alternated 
without appreciable change. 

While visiting at her mother’s home, 
the patient swallowed some sedative 
tablets. When she did not awaken the 
next morning, strychnine and caffeine 
were employed and she was easily 
brought out of her stupor. She stated 25 
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tablets were taken and appeared quite 
guilty, 
pleased with our efforts to revive her 
and our interest in her attempt. Later 
she admitted it was only five tablets 
and for just a good sleep. That after- 
noon she pretended not to hear and see, 
mumbled a great deal and stated that 
this was a make-believe world, that she 
really was dead. It was then that met- 
razol treatment was decided upon. 

The hormonal injections were stopped 


but also seemed obviously 


and she was given 4 cc. of 10 per cent 
metrazol solution intravenously, re- 
sulting in a seizure for §5 seconds after 
which she dozed for a short time. The 
patient awakened with a childish smile 
and at first was somewhat disoriented 
but gradually relocated herself as to 
time and place. There was a complete 
amnesia for the treatment. She felt 
better within an hour and was more 
cheerful, and remained quiet in bed, 
preoccupied with her thoughts and in 
general had a more optimistic attitude. 
She awakened in the afternoon from 
another sleep quite disturbed and was 
found telephoning her .husband in a 
stuporous-like state, telling him she had 
killed him and their daughter and that 
then the psychiatrist had killed her. With 
reassurance the patient quieted down 
but did not sleep all night. She was soon 
able to recognize the triple murder as a 
dream although this acceptance was 
not complete for several days. Prior to 
this dream the patient had remembered 
no dreams and categorically stated that 
she never dreamed. In the evening she 
appeared cheerful and talked continu- 
ously about her hair, skin, teeth and 
nails and how to get well. The next day 
she was calm, pleasant and very cheer- 
ful after a drive with her husband. Dur- 
ing the evening, she went out to dinner 
and a show. She fixed and straightened 
out her belongings as she liked them 
and was very happy in relating the 
happenings of the day and seemed 


quite normal. In the tub there was talk 
with great pride in how she wanted to 
get her skin better and to get well. The 
patient was thrilled as a child when she 
suddenly discovered feeling in her 
hands and legs and a general tingling 
sensation. She made arrangements for 
hairdresser and manicure and was in- 
terested in people around her and had 
no complaints. The patient was unable 
to sleep because of excitement. 

The following morning (Tuesday) 
she greeted the psychiatrist by saying, 
“Well, | guess my unconscious is on the 
surface.” She was extremely apprehen- 
sive and felt that she was a killer and 
was about to murder someone. It was 
explained to her that the hostility 
would not lead to action and that like 
all people she was expressing it in the 
form of fantasies and dreams. She was 
somewhat assured and felt better. 
Mildly erotic behavior was demon- 
strated to the psychiatrist. On the way 
to dinner while downtown she skipped 
and jumped in the street and insisted 
on using the telephone. She called the 
psychiatrist and wanted to say some- 
thing but apparently couldn't get it out 
but finally said she wanted to straight- 
en out the idea that she was going to do 
something terrible. She was quite dis 
turbed that evening until after dinner 
when she became depressed again, feel- 
ing unable to do anything or concen- 
trate. The patient would be very quiet 
and then all of a sudden engage in a 
tremendous burst of activity around 
the room. She fantasied talking to the 
psychiatrist all night long in poetry and 
then he seemed to be talking to her 
about herself and saying, “It is too 
late; you haven’t taken advantage of 
your opportunities and you are loath- 
some.” There was a certain lightness 
about it as if the psychiatrist really 
didn’t mean it. 

The next morning (Wednesday) she 
told the dream previously referred to, 
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which indicated that she had killed. 
There u 
hospital and she looked out and saw that 
her people had been traveling tn two cars 
to come to her rescue at her request. The 


. , fA Pee eer . ~~ PS ' oe 
asad suddt WNlOUd HOSE outside Lhe 


loud noise was an automobile accident 
and they were bringing Betty into the hos 


pital CCCAHSE her baby would come too 


lai eran ; : , 
soon. & he concluded that tn the accident 


her husband and daughter had been killed 


and that she was re sponsible and was go 
ing to be punished by me. Wednesday 
morning she was given 4} cc. of metra- 
zol and had a violent convulsion. This 
was followed by a frenzied attack in a 
semiconscious state, with the patient 
out of bed. She lay on the floor and 
kicked violently at us. At the same 
time she was extremely apprehensive 
and tried to run away. 

Most of her conversation that day 
was about how much of an ingrate and 
a terrible woman she was and how she 
deserved everything she was going to 
get. Nothing eventful occurred further 
except that toward evening the patient 
began to worry that in the morning we 
were going to take her to a state hospi- 
tal and she wondered what to wear and 
take along, and actually looked, over 
her belongings. On Thursday in the 
morning she had a very glassy expres- 
sion in her eyes and was unable to con- 
centrate. She tried to drown herself in 
the bath tub by holding her head under 
water. The remainder of the day she 
stared at objects and out of the window 
for long periods of time. Toward eve 
ning she became a little more cheerful. 
On Thursday the 21st the patient 
stirred a great deal and concentrated 
poorly and would start to say a few 
words like “Just a minute,” and 
“Well.” At 9:40 p.m. she called the 
psychiatrist on the phone to contradict 
the statement made on Tuesday. She 
did not have a good time and she wants 
to do something about it right away. 
Tomorrow would be too late. Still, in 


general, she was cheerful. In this phase 
there was outspoken affectionate and 
erotic feelings demonstrated to the psy 
chiatrist. 

On Friday she was very restless, 
wrote a great deal but destroyed many 
of her notes. She talked much about the 
medicine given and that it was going to 
her head. Fear was expressed that she 
was going to do something rash and she 
asked the nurse to please tie her hands 
up some way so that she would not hurt 
any one. She could not decide if it were 
doctor, or husband she 


wished to kall. Although she could not 


the nurse, 


concentrate and seemed quite agitated, 
she surveyed herself in the mirror fre 
quently and looked at her skin. The pa 
tient felt that she had been poisoned by 
the medicine, which she had thought 
would make her well but instead she 
had become insane and was dying. 
Throughout these days doubts had 
been present whether she was to be re 
moved to a sanitarium or state hospi 
tal. It was discovered that on awaken 
ing from her dream she thought she was 
in a State hospital lying 
woman and that the room itself was like a 
coffin. She was quite disturbed on 
Thursday about her husband’s analy 
sis: Was It done for his or her sake? Peo 
ple were lying to her. She whispered to 
herself quite a little bit and was quite 
paranoid. Apparently she was trying to 
rationalize some basis for her hostile 
feelings and her guilt, but in general her 
attitude was much improved, being less 
interested in her physical difficulties. 
The following note was written on 
Kriday, three days after the second met 
razol convulsion: “‘Had you planned 
the medicine really before my call? 
Only answer that truthfully. Dr. Me 
Lean was right. I was afraid of being 
myself; it wasn’t so bad then after all. 
I was so happy to see you Tuesday. 
Now I realize it but too late. The dream 
I told you about Monday was true in 
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every detail excepting for my having 
heard the noise of the crash. You asked 
is that true and I said no, meaning I 
heard no crash really, that is only a 
part of dream, | meant untrue. Also | 
call from drug store to reverse my de- 
cision because | didn’t want to live 
alone. By thinking too much and get- 
ting too mixed up about it I spoiled my 
whole future. When I said | didn’t en- 
joy Tuesday evening I only meant be- 


cause I didn’t give them pleasure. | 


adore seeing them but I was so mixed 
up about the decision and medicine. As 
though medicine could alter a decision. 
God, the reason | wanted to come to 
your office and the reason I called you 
was to tell you I didn’t want to be alone. 
When you asked why I was glad I said 
because my eyes focused and my legs 
were steady and when you asked if I 
enjoved being at home, | said ‘No’ be- 
cause | wasn't giving them the pleasure 
| should have been. I'll say my mind 
vas twisted. | knew asking for that med- 
icine was a mistake. That's why I called 
the second time and that fixed it. Now 
|! am unhappy and it’s too late. My 
God, what shall I do? My angels and 
I’m alone. Thomas wouldn’t believe me 
and I can’t face it. | adored him so and 
now he won't believe that | loved him.” 

On Saturday § cc. of metrazol were 
injected, but this time only after a furi- 
ous battle with her attendants. She 
literally had to be held by four people. 
On coming out of the attack she had an 
episode of mild fighting. Later in the 
day she stated that she knew she had 
been poisoned and that the medicine 
would cause her to become insane. She 
kept talking about the telephone call 
she made to the psychiatrist on Tues- 
day, because she said the wrong things. 
“TI talked myself right into being in- 
sane.’ There was much talk about dy- 
ing and being in Heaven and that her 
daughter was calling her. She believed 
that she was another person now, that 


the weak, hating person is gone because 
the psychiatrist gave her the medicine 
so she would be so strong it would be 
dangerous for her to be with her fam- 
ily. She believed that the last two treat 
ments were different from the first. The 
first were to make her dream and un- 
derstand her unconscious mind, the 
last two were punishment and have 
made her violent. The doctors have put 
insanity in her. She moaned, “‘Oh, if we 
had never started with this business. 
Instead of getting us all together again 
it is going to take us apart. It has 
changed everything, because I had a 
chance and didn’t take it.’” She seemed 
to take the attitude that she was all 
right before treatments started but 
they made her worse and are taking her 
away from her family. She talked about 
her unconscious mind being on top of 
her conscious mind and it was causing 
her a lot of trouble. She was sure that 
she wasn’t quite as terrible as we 
thought. 

During the three days following the 
third and last convulsive seizures many 
notes were written expressing great 
guilt and feeling as if she were going to 
die or go insane. 

On Sunday, she enjoyed her break 
fast, was able to concentrate, read the 
paper, knitted, listened to the radio 
and did crossword puzzles. The next 
morning (Monday) she was cheerful 
and cooperative and hopeful, complain 
ing only of pain in her neck from the 
struggle. On Wednesday, she worried 
about her “‘analysis.”’ The psychiatrist 
thinks she is insane. He thinks she lost 
her chance. All the patient’s statements 
were projected on to the physician and 
all her questions, accusations against 
herself. Why should she worry about 
her dreams? Why do I think she will 
harm someone? Why do I think she is 
so terrible? She was very cheerful dur 
ing the next two days. 

The final two days before her dis 
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charge, the patient was as normal 
she had ever been. There was a freely 
optimistic attitude as contrasted with a 
black pessimism before. The psychia 
trist maintained a strongly reassuring 
attitude and interest and the patient 
was given the feeling that she would 
not be let down but further assisted. 
Post Metrazol Status: After the pa- 
tient left the hospital she came to the 
psychiatrist’s office daily for about ten 
days. She stated that she had deep feel 
ings during her depression but couldn't 
force herself to express the words. An 
example in point was the severe anger 
she felt at Dr. McLean's departure for 
a vacation without her. The change in 
her emotional status was tremendous. 
A great interest was shown in clothes, 
person: al appearance - the usual fem- 
inine preoccupations. Gradually her 
normal weight was regained with a re- 
covery of appetite. The guilty feeling 
regarding the dream only gradually 
disappeared and required a great deal 
of reassurance. However, within a week 
she ceased talkingof her “‘unconscious.”’ 
Relations with her husband were 
better than ever before and she was not 
inhibited sexually with him and had 
frequent orgastic satisfactions. Toward 
other men including the psychiatrist 
she assumed a frankly flirtatious atti- 
tude which she had never had before. 
This gradually assumed the proportions 
of seductive activity and finally an out- 
spoken demand for sexual relations 
with her psychiatrist. The refusal was 
met by a frank verbalization of her am- 
bivalence toward him. She began to re- 
sume her social activities and was busy 
with volunteer work in hospitals and 
welfare centers. Friends and relatives 
had never seen her so happy and inter- 
ested, and remarked on her “new per- 
sonality.’ Her social poise was remark- 
able as contrasted with a previous feel- 
ing of inferiority. As far as could be 
detected, hypomanic activity was evi- 


denced only as contrast to her normal 
life, not detectable per se. She spoke 
freely of her illness and treatment. The 
most striking change in her outward at 
titude was a freely critical attitude to- 
ward her husband whom she directs 
instead of follows and outspoken am- 
bivalence toward many people includ 
ing her psychiatrists. 

\bout two months after the treat- 


ment the patient went into a period of 


mourning for her daughter. This de 
layed mourning was evidenced by fre 
quent thinking of her with crying. She 
read her old letters and went over her 
possessions. Her husband was little 
help as he had already gone through 
this period so she was forced to bring 
her mementoes to the psychiatrist and 
weep before him. Her dreams were in- 
fantile wishes. “Dorothy is alive and 
with her. Her death is only a dream.” 
This period of mourning was associated 
with an increased consumption of alco 
hol toward which she has a great toler- 
ance. The period of depression did not 
accomplish the work of mourning prob- 
ably because the narcissistic regression 
Was too great. 

The patient has continued in her 
“new personality,” gaining weight, 
sleeping well and without depression. 


Discussion oF PsyCHODYNAMIC 
ALTERATION 


In discussing the dynamics of this 
case the typical psychological features 
of a depression were reported. The cen- 
tral psychological feature of the recov- 
ery after the convulsions induced by 
metrazol was the dream and the pa- 
tient’s reactions to it. As was expected 
from the obvious evidences of hostility 
to husband and daughter the dream 
concerned itself with them as repre 
sentatives, in her contemporary real 
life, of an old unsolved conflict invols 
ing hostility within her early family 
situation. 
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In the dream, husband, daughter and 
the latter’s unborn child were killed. 
These obviously represent father, moth- 
er and the latter’s pregnancy with the 
patient's next younger sister. In the 
patient's dream the rush to the hospital 
is to avoid an abortion, strongly remin- 
iscent of the patient's desire to abort 
her own last child and clearly indicat- 
ing her hostility in childhood to her 
own pregnant mother. Attempt is made 
to avoid the guilt by making it an acci- 
dent. Yet the responsibility lies square- 
ly on the patient with her strong de- 
pendent needs and overpowering de- 
sires for exclusive infantile gratification 
expressed by the fact that the family 
come to the hospital at Aer request for 
purposes of Aer rescue. This vividly 
portrays the typical infantile conflict 
which so frequently results in repres- 
sion of hostility: Inability to express 
resentment against frustration because 
of the fear of losing the dependent posi- 
tion, and guilt and fear of retaliation 
for the anger. It was so deeply re- 
pressed that never before had it even 
penetrated into dreams. The hostility 
breaks through into the single dream 
and the psychiatrist retaliates with 
punishment. A further elaborated pun- 
ishment brings her into a state psycho- 
pathic hospital where she lies neglected 
buried beside her black hostile uncon- 
scious. 

The value of previous psychotherapy 
at this point becomes apparent. The 
patient’s ego had been laboriously pre- 
pared for the presence of certain dis- 
liked and hostile unconscious impulses 
and is hardly surprised at them. Guilt 
feelings though present are rationalized 
to a great extent around the treatment, 
its purposeful effects and the insanity 
for which she is not responsible. Psy- 
chotherapy after metrazol was directed 
to reassurance. “It’s only a dream.”’ 
“Hostility in and fantasies 
hurts no one.”’ The hostile expressions 


dreams 


were treated by her psychiatrists and 
husband as naturally appearing ma 
terial which they had awaited and knew 
were important for her recovery. The 
patient herself recognized, and her ma 
terial amply showed, that the first 
treatment mobilized hostility and that 
the subsequent treatments were inter 
preted as punishment. It is interesting 
that the last step in recovery was a 
paranoid projection of her conscience 
reaction on to the psychiatrist who 
could thus function in lessening its 
severity. The evidence of the condition 
ing value in this psychotherapy is ob- 
vious in the acceptance by the patient 
of this new super-ego to considerable 
extent and the resulting change in her 
freedom of expressions, more normal 
attitude toward sexuality and_ her 
vocalization without guilt of strong 
ambivalent attitudes. “I love you but 
I hate you too”’ is a great contrast to 
the all permeating sweetness and love 
attitude of her previous life. There can 
be no doubt that a real change in the 
patient’s personality resulted with ex 
pression and acceptance of some of her 
hostilities without guilt. 

Not alone were hostile tendencies 
liberated but the injection of metrazol 
by a male psychiatrist and the convul 
sive seizures had the unconscious sig- 
nificance of a sexual attack by a person 
to whom the patient had already a 
a strongly positive transference. After 
the first metrazol injection the patient 
pulled the psychiatrist to her in bed as 
in an amorous embrace. Later 
would walk up to him and seem about 
to lean against him in an affectionate 
manner. The 
erotic feelings were accepted and con 
doned up to a point by the physician 
thus freeing the patient from a strongly 


she 


subsequently aroused 


conditioned feeling of guilt previously 
attached to such feelings. 

We can state that the change within 
the patient's personality structure and 
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the lifting of the depression were con- 
comitant to the psychological trends 
expressed in the dream. This by no 
means signifies that the dream per se 
represented a mechanism of recovery, 
but was concomitant to it and repre- 
sented a degree of insight. 


Discussion OF METRAZOL IN DEPRES 


SIONS 


How does metrazol effect remissions 
of depressions and more important how 
does it cause a change in the outward 
personality are questions about which 
we may speculate but cannot definitely 
answer at the present time. There is 
no question that attempts at explana- 
tion of the metrazol effects are ex- 
tremely confusing and haveled tomany 
doubts concerning apparently well es- 
tablished psychological concepts. In 
general we may divide the possible ex- 
planations of beneficial therapeutic re- 
sults into three categories as follows: 
1) psychological, 2) biochemical, and 
3) anatomico-physiological. 

I) Psychological theories: The ques- 
tion naturally arises whether patients 
of a certain psychological type alone 
respond to metrazol thus making it pos- 
sible to establish psychological criteria 
important to the understanding of the 
dynamics of the therapy. This is 
not possible from our own experience. 
The literature indicates that both 
manic-depressive and so-called invoiu- 
tional cases respond. We have had 
three failures, two in very young girls 
and one middle aged man who were 
extremely’ infantile characters with 
strongly demanding attitudes whose 
depressions were precipitated by rela- 
tively mild frustrations. Why these did 
not benefit cannot be stated but they 
reacted to the treatment with less fear, 
more passive resignation, and its pun- 
ishing effect seemed to but increase the 
effect of the precipitating rejections. 
The Youngs find anxious and agitated 


depressions are less likely to improve, 
contrary to our own experience. Others 
indicate the presence of strong guilt 
feelings as an indication for metrazol 
which functions as a punishing agent. 

Some authors believe that the drug 
brings the patient to a state in which 
narcissistic attitudes are loosened and 
transference reactions possible so that 
psychotherapy can be employed. How- 
ever, this does not explain the action 
of metrazol—neither does implicating 
the “‘death instinct” or describing the 
process as “rebirth.” The muscular 
movements and concomitant expres 
sions of hostilities, sexual urges and 
secondary guilt may be likened to a 
violent abreaction of feeling similar to 
that produced under hypnosis or under 
great stress. Such abreactions are well 
known to have only temporary effect 
because without insight into basic 
problems the psychological tensions re 
accumulate. We should expect rapid 
recurrences of depressions and certainly 
no lasting change in personality could 
be expected. 

If the etfect of metrazol is essentially 
psychological in character we may sup- 
pose its action is through a punishing 
effect similar to certain accidental or 


attempted self-destructive traumata of 


real life. Such a punishment if severe 
enough may serve by a preliminary 
expiation of guilt to bring to conscious- 
ness deeply repressed hostile feelings 
in their essential genetic connection so 
as to give to the patient some insight 
into their source. Our patient's post- 
metrazol dream is a possible example 
of this mechanism. Her dream and fear 
of removal to an asylum indicated still 
greater need for punishment and it 
may be postulated that only when this 
was satisfied by further convulsions 
could sufficient insight into repressed 
hostilities be accepted. It is true that 
our patient before metrazol could give 
vent to certain hostile gestures under 
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the influence of transference feelings 
but without insight into their meaning. 
One can compare them to the intel- 
lectual knowledge of a compulsive 
neurotic and not the deeper insight 
which followed metrazol. 

Before we can accept this psycho- 
logical theory we must await further 
indications that punishing agents with- 
out the concomitant biological effects 
of metrazol can produce the same re- 
sults. 

Biochemical theories: As Meduna 
found in schizophrenia, Notkin (77) 


likewise indicates a relative absence of 


convulsive episodes in manic-depressive 
psychosis and states that these cases 
may be schizophrenics with “‘affective 
reactions” or that because schizo- 
phrenic reactions are shown by affective 
psychotics there may be a common 
psychopathological basis. This highly 
questionable speculation is far from an 
explanation. 

The theory of a biochemical effect 
is based on the fact that metrazol pro- 
duces a cerebral anoxia of an acute and 
severe type and that this.calls upon the 
reserve mechanisms of the body which 
overcompensate and thus_ re-estab- 
lishes a more normal status as con- 
trasted with a deficient state of oxygen 
utilization in the disease. Or, as Me- 
duna suggests, the irritative action on 
the medullary centers results in a 
stimulation of cerebral circulation and 
metabolism. There 1S, how ever, no eV 1- 
dence that the depressed person has an 
abnormal cerebral metabolism or oxy- 
gen utilization. Concomitant anxiety 
is usually associated with an increase 
of basal metabolism and indeed a higher 
sugar tolerance. McFarland and Gold- 
stein (72) show that manic-depressives 
have a higher blood sugar than normal. 
The clinical course, incidents of pre 
cipitation and recurrences seem clearly 
to deny a primary disturbance of cere 
bral metabolism. The temporary effect 


of a sixty-second convulsion repeated 
three times could hardly change the 
brain chemistry a great deal. 

3) Anatomico-physiological theories: 
Bennett suggests that metrazol may 
act by damaging the frontal associative 
and inhibitory fibers as does the pre 
frontal lobotomy which has also been 
used in depressions with reported suc 
cesses. We do not believe that the 
favorable results can be explained on 
the basis of anatomical changes in the 
cortex. The few convulsions necessary 
to induce could hardly cause such 
damage. The dazed state after a metra 
zol seizure with defective orientation, 
poor memory and slowed intellectual 
functions may last a day or so, de- 
creasing in time and extent after each 
convulsion. The same condition is found 
in epileptics after a spontaneous seizure 
and is indicative of a temporary dis 
turbance of cerebral blood supply. 
Paranoid states however are not re 
lated to the convulsions but are at 
tempts to mitigate the guilt for the 
liberated hostile impulses by projec 
tion. We have seen no permanent def 

t. Our experience with epileptics in 
dicates that major seizures must exist 
for a long time before deterioration oc 
curs. We cannot predicate that depres 
sions are fewer where prefrontal ac 
tivity is less. Furthermore, lobotomy 
is not only a physical but also a psycho 
logical trauma and the impression is 
widespread that the effect of lobotomy 
is not permanent. Davis and Sulzbach 
(6) show electrical changes in the cere 
bral cortex after metrazol therapy but 
the number of treatments was great and 
the primary condition schizophrenia. 


We shoulc 1 haveele -ctroencephi ilogr: ims! 

Grinker, Serota and Levy, in some unpublished 
work concerning brain potentials before and after 
metrazol induced convulsions in depre ssed patients 
(average three to four shocks), have found definit 
changes in the direction of both increased and di 
creased frequencies and inverse amplitude relations 
In some the curves indicated an increase in rhythm 
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taken on our cases of depression before 
and after each treatment. After many 
convulsions the pathological changes 
found in the brains of human epileptics 
have been localized not to the cortex 
but to areas of the brain such as the 
cormu ammonis having a relatively 
poor capillary network. We are satis 
fied that three or four convulsions can 
not do great harm to the cerebral cortex 
except perhaps to very young individ 
uals with little stabilization of circula 
tion. In these young epileptics change 
in personality does occur but not such 
as would be expected from damage ot 
inhibitory prefrontal fibers. They be 
come more withdrawn and egocentric 
and show behaviour of explosive type 
rather than that significant of a freer 
and less inhibited personality. 

To summarize: this theory postu- 
lates that metrazol-induced convulsions 
act by damaging the fine inhibitory 
neuroses of the prefrontal lobes thus 
releasing inhibited and repressed feel- 
ings and permitting permanently a 
freer expression of normal psychological 
trends. Attractive though such a theory 
1S, there is little definite proof as vet 
but many indications for specific re- 
search. 

We have heard a great deal of bio- 
logical antagonism between’ melan- 
cholia and epilepsy. This antagonism 
must have an explanation and seems to 
be concerned with the depressed pa- 
tient’s inability to express hostility 
except in the form of self-accusatory, 
self-castigatory depression. This is a 
common observation and in our pa- 
tient only the greatest tension broke 
into motor action and then with great 
secondary guilt. In fact, patients in 


desperation attempt to walk or run off 


regularity; in others marked dysrhythmia with fre 
quent spike formation not unlike that found in epi 
leptics. This indicates that metrazol alters the physi 


ology of the cortex but whether directly or indirectly, 


through a diencephalic level, cannot be determined at 
this time. However, our findings suggest that the ef 
fects are physiological rather than psychological. 


their agitation. Since an essential fea 
ture of the depression is an inability to 
express hostilities, the absence of ep! 
leptic attacks is not surprising. In fact, 
depressed patients desperately try to 
release tension by forced activity. Is 
this inability to express resentment, 
rage and hostility through motor ac 
tivity or verbalizations constitutional 
or innate in the melancholic and a con 
genital physiological pattern? We are 
not satished that an answer can be 
given until other factors concerned 
with early experiences which initiate 
lasting patterns of behavior are invest! 
gated. Regardless how this poverty 
of normal ego expressiveness arose, 
once established it seems to persist in 
the form of so-called rigidity of per 
sonality and occasionally deepens under 
certain psychological conditions into 
an even greater inhibition charac 
teristeric of the melancholic. It seems 
to be grooved into the physiology of 
the diencephalic cortical relations. 

If we consider the perfectionistic, 
rather rigid character of the depresed 
with an overly strict conscience psycho 
logically, we see evidence of an exces 
sively repressing force which holds 
down the aggressive and sexual drives 
that constantly push outward. The 
struggle ultimately must lead to an im 
passe and the completely restricted 
forces or energies become destructive 
physically and psychologically on the 
organism itself because of their diver 
sion into old or so-called regressive pat 
terns. Perhaps we can break this im 
passe between the emotional drives 
registered subjectively and the cortical 
inhibitory state and its strict super-ego 
manifestations, by externally forcing 
out the aggressive behavior in an arti 
ficially induced motor fit. We cover the 
hypothalamus with kerosene and set a 
spark to it—thus causing a detonation 
within the resisting cortex. Repeat this 


several times and a normal pathway 
from diencephalon to cortex is grooved 
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and the forces need no longer spread 
downward to the viscera in an ab- 
normal direction. We cannot express 
this mechanism as_ psychological or 
physiological but as two aspects of the 
same phenomenon. As Grinker and 
Serota (8) have shown, electrical or 
verbal stimuli producing hypothalamic 
activity excite the electrical activity 
of the cortex avd influence thought 
processes. Just so metrazol explodes 
a partially closed pathway from di- 
encephalon to cortex aud enables hos 
tile feelings tO express themselves in 
dreams, thoughts and actions. Neither 
can occur without the other. 

On the other hand, concomitant 
secondary psychological factors are ex- 
tremely important. The ability to use 
the motor manifestations as an expres- 
sion of hostility and the simultaneous 
punishment endured in the fit may 
temporarily wipe the slate clean of a 
psychological dilemma. However, it 
must of necessity be only temporary 
for if the same strict super-ego func- 
tions, repressive forces will again block 
motor or symbolic expression of aggres- 
sions in a relatively short period of 
time. 

It is difficult to handle a patient 
without giving some psychotherapy so 
that a rigid control experiment of 
giving metrazol without psychotherapy 
is hardly possible. One patient under 
our observation had metrazol with no 
psychological understanding at all and 
she promptly relapsed. Another series 
of treatments with ‘psychotherapy re- 
lated to accepting her released hostile 
thoughts toward her father resulted in 
a good recovery. 

It is our impression that fear is ex- 
tremely important psychological evi- 
dence of improvement. The patients 
show the first sign of improvement at 
the same time as they become fearful 
and object to treatment. At the last 
treatment one patient cried, “‘Doctor, 
why do you do this? I never did any- 


thing wrong.’” Another pleaded with 
her God to forgive her. The patient re 
ported here struggled violently. An 
other reiterated a promise to be good 
and get well. These evidences of fear 
seem to promise therapeutic results 
absence of it, the contrary. There is 
also some evidence that if one goes 
beyond this stage in depressions the 
therapeutic result will be lost. The 
manifestations of hostility have been 
liberated, the fear is an ego-reaction 
which must be treated psychologically 
to permit retention of an “open path- 
way” for hostile impulses and prevent 
further repression. A new conditioning 
is necessary to keep the cortical out 
flow free from inhibition. This situation 
is clearly illustrated in our patient who 
reacted with intense fear and guilt after 
her last treatment and was by no means 
well. She had expressed her hostile at 
titudes clearly and had some insight at 
least generally into a “hostile uncon 
scious.” The fear of retaliation and 
guilt was then treated psychologically 
to offset a recurrence of renewed re 
pressions, although some were en 
couraged. 

To summarize this psychophysio 
logical theory: Metrazol-induced con 
vulsions may explode the diencephalon, 
opening up blocked pathways to the 
cerebra! cortex from which verbal for 
mulations and symbolic acts may be 
expressed, releasing at the same time 
repressed psy chological content. Repe 
titions of such explosions may groove or 
facilitate a pathway of permanence 
through which aggressive and libidinal 
drives may proceed without excessive 
interference by inhibitory obstructions. 
The same effect has been reported in 
patients who have had very severe psy 
chological explosions without metrazol, 
as in those who fail in suicide attempts 
by some violent physical means. The 
mechanism may be the same as that 
postulated for metrazol in that the psy 
chological tension so created reaches a 
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quantity which is sufficient to break in- 
to the inhibited pathways. Permanency 
of this pathway can be furthered by re 
conditioning, psychologically, the cor- 
tex or ego to acceptance of the psycho- 
logical content and thus not only is the 
depression lifted but a freer, more nor 
mal personality achieved. 

Under this heading of anatomico- 
physiological theories we have specu 
lated on two possibilities both involving 
a change in the dynamics between cor- 
tex (ego) and diencephalon (biological 
drives). Both indicate a concept ot 
primary alteration of physiological 
status with concomitant change in psy 
chological tension. Further research is 
needed to base these theories on firm 
factual ground. We hope that our spec 
ulations may stimulate such work and 
result in the abandonment of sterile 
interpretations. 

For the large group of depressions 
metrazol is probably of great value. 
However, we should know full well 
on whom we employ this treatment 
and how it works, as well as the inter 
play between the metrazol itself and 
concomitant psychotherapy. Although 
there is danger that the treatment will 
be exploited, this is bound to be self 
limited and we should not be deterred 


from using it in well indicated cases. 


In depressions convulsions induced by 
metrazol produce a psychosomatic al 
teration of a condition which is prob- 
ably a psychosomatic process of inhibi- 
tion and regression. This treatment 
thus need not be considered as a prom- 
ise or a threat to any single group. 
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SEVERE ESOPHAGEAL SPASM 


\n EvaLuATION OF SUGGESTION-THERAPY AS DETERMINED 


BY MEANS OF THE ESOPHAGOSCOPE 


Witiiam B. Fautkner, Jr., M.D.* 


iv ISVERY often difficult for the internist 
and surgeon, dealing as they do with 
tangible e\ idence of disease, to meet on 
common ground with the psychiatrist, 
who speaks in terms of the unreal and 
the imaginative, and, apparently with- 
out substantiating proof, refers to the 
psyche as a chief causative factor in 
illnesses which have all the appearances 
of being organic. And yet, many of the 
unproved psychiatric contentions may 
be correct. 

In the case herewith reported, we 
found visual evidence of the changes in 
the size of the esophageal lumen result- 
ing from situations which the patient 
merely imagined. 


Case REpor1 


\ white male, aged 26, was referred 
to the thoracic surgical department 
complaining of vomiting and epigastric 
pain. The illness was of four-years 
duration, but at the start, the vomiting 
was only occasional, and not associated 
with nausea or pain. The condition 
gradually became worse, however, and 
now he regurgitates from 200 to 300 cc. 
of undigested food at least once a day. 

Despite the absence of nausea, the 
patient can generally tell when he sits 
down to a meal whether or not he will 
be able to retain it. He has also noted 
that he can usually retain a full break- 
fast and any other meal if he lies down 
to rest a while before eating. 

*From the Thoracic Surgical Department St. 
Mary’s Hospital, San Francisco, California. 


His weight decreased from 170 to 
158 pounds since the beginning of the 
illness. He feels weak, and lacks vital 
ity; and, though working in a hot 
climate, expresses a definite preference 
for cool weather. 

During the past six or eight months 
he has been troubled with epigastric 
pain which is burning in character but 
not related to the taking of food. This 
pain often awakens him from sleep, and 
relief is had by taking a glass of water. 
Along with this recently acquired 
symptom, there is vertigo, headache, 
and blurring of vision; but never syn 
cope. He has been more or less nervous 
all his life and ascribes the present 
trouble to this factor. 

Except for apprehension and anx 
iety, the physical examination was 
normal. 120/70. 
Hemoglobin and red cell count were 
normal. 

\Y-Ray study with 
showed a uniform narrowing of the en 
tire esophagus. 

Esophagoscopic Nem 
butal, codeine, and morphine were used 
as preparatory medication. Ten per 
cent cocain was employed to anesthe 
tize the pharynx and pyriform sinuses. 
In spite of these drugs, there was very 
little relaxation. 

Using the 49 Jackson type esophago 


Blood pressure was 


opaque meal 


examination: 


scope I encountered the most marked 
esophageal spasm I have ever seen. 
None of the lumen was open and the 
spasm involved the entire esophagus. 
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No portion of the esophi igus escaped, 
but the region of the inferior constrictor 
of the pharynx and the cardiac end 
showed the most extreme degree of con- 
striction. 

Ordinarily the instrument can be slid 
either up or down the esophagus with 
great ease but, in this instance, at each 
point throughout its entire length, the 
esophagus clamped down so hard upon 
the esophagoscope that the procedure 
was a slow, difficult process, requiring 
considerable force to pass from the 
cervical to the cardiac end. Attempts 
at withdrawal were even more difficult 
than the introduction of the instru- 
ment. The esophageal muscles clasped 
the instrument tightly and would not 
let go. The withdrawal of the esophago- 
scope even as little as one cm. de- 
manded considerable strength. 

1 had known in advance that this 
patient was extremely nervous and ap 
prehensive, and that his home and eco- 
nomic environment had caused a tre- 
mendous emotional strain: but I| did 
not see how this knowledge could in any 
way facilitate the esophagoscopic ex- 
amination and treatment. 

As the operative difficulties increased 
it occurred to me that here was an op- 
portunity to determine whether the 
degree of esophageal spasm could be 
altered in any respect by the patient’s 
mental outlook. Accordingly, while still 
looking down the esophagoscope, I sug- 
gested to the patient that it was very 
probable that we could arrange work 
for him which would bring social and 
economic security. To my utter amaze- 
ment the spasm relaxed immediately 


and the esophagus opened to normal 
size. 

It was very hard to believe that the 
suggestion of a pleasant environment 
alone could bring about this prompt 
favorable change. Was it not more 
likely that the relaxation was a mere 
coincidence? 

To test this point, I then asked how 
he would like to think of a future with 
even greater poverty and insecurity 
than that in which he was now living. 
And promptly therewith, the spasm re 
turned. I repeated this experiment 
several times and noted alternating 
spasm and relaxation, depending upon 
the emotional and functional response 
to the environment pictured. 

Esophagoscopic examination 1s called 
for in these cases to exclude, diagnose, 
and treat organic diseases, and to per 
mit mechanical dilatation of spastic 
areas but, if a cure is to be obtained, it 
is also imperative that causative emo- 
tional factors be searched for, and re- 
habilitory therapy instituted. A bright 
outlook and optimistic frame of mind 
on the part of the patient is decidedly 
more essential than frequent esophago 
scopic dilatations in restoring health 


SUMMARY 


It was noted, on esophagoscopic ex 
amination, that the presence of esopho 
geal spasm or relaxation was deter- 
mined by emotional factors. 

Thoughts of insecurity and frustra 
tion brought about esophageal spasm; 
while suggestions of a pleasant and de 
sirable environment caused esophageal 
relaxation. 
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OBESITY IN CHILDHOOD: V. THE FAMILY 


FRAME OF OBESE CHILDREN* 


Hitpe Brucn, M.D. anon Grace Touraine, A.B. 


EVALUATION of the food intake (7) and 
energy expenditure (2) of a large group 
of obese children who were studied in 
this department during the last three 
vears indicated that excessive eating 
and avoidance of muscular exercise 
represent the most obvious factors in 
the mechanism of a disturbed energy 
balance. These two, food intake and 
activity, are functions of the organism 
which are determined not alone by 
bodily need and capacity but by train- 
ing and life experiences also. 

The etiological significance of emo- 
tional disturbances in the development 
of obesity has repeatedly been reported. 
The pertinent literature was reviewed 
in a previous article (7). Increased ap- 
petite is considered an allied symptom 
of nervous tension and anxiety. Most 
authors limit themselves to the state- 
ment without probing into the origin 
of the interrelation. Levy (4), describ- 
ing the behavior of a group of 33 obese 
boys whom he classified on the basis of 
fat distribution as “Frohlich Syn- 
drome,” raises the question as to the 
contributing factors. He concluded that 
the submissive behavior which was 
prevalent in his group could not be 
explained by the early life history of 

* This investigation has been aided by a grant from 
the Josiah Macy, Jr. Foundation. 

From the Department of Pediatrics, College of 
Physicians and Surgeons, Columbia University, the 
Pediatric Division of the Vanderbilt Clinic, and the 
Babies Hospital, New York City. 

We wish to acknowledge the constructive assistance 
of Dr. Florence Powdermaker, Department of Psy 


chiatry, College of Physicians and Surgeons, Columbiz 
University. 


the patients. The few subjects with ag 
gressive behavior, however, revealed 
evidence in early life of determining 
environmental factors. Information on 
the background of only these few pa 
tients is included in his report. 

Our own observations suggest that 
environmental factors conduce to the 
development of probably most cases of 
obesity. This statement does not imply 
that a certain environment in itself can 
produce obesity. Certain preliminary 
requirements, both in the environment 
and in the individual, have to be ful 
filled before obesity becomes manifest. 
This interrelation between environ 
ment and constitution was illustrated 
in a previous article (2) by analogy with 
the phenomenon of resonance in acous 
tics. The innate structural properties 
of the organism were likened to the 
measureable physical characteristics of 
the resting string. The environment and 
its emotional significance were com 
pared to the waves without which a 
sound is not produced. In order to be- 
come effective the sound waves must 
have a definite frequency which cor 
responds to the physical properties of 
the string. In other words, “‘environ 
mental” factors, including the emo 
tional milieu, are not something entirely 
“outside” the individual. The present 
article will deal with the environmental 
forces which contribute to the develop 
ment of obese children. Our attempts 
to recognize common, if possible typi- 
cal, features in the family constellation 
represent efforts to determine the “‘fre 
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quency of the waves,” that is, the 
specific features of the dynamic en- 
vironmental factors. 

This study of the family has been ap- 
proached from the angle of the parents, 
but it centers around the obese chil- 
dren, although their individual re- 
sponses will not be included in this re- 
port. The title ‘‘family frame” 
chosen to indicate this centralization of 
the investigation. The general back- 
ground for several children may be 
similar in a family, but the particular 
‘frame’ may vary for each child. The 
attitude of each parent to each child is 
different, and each child respénds in his 
own way to his surroundings. The in- 
formation on other children has been 
included in so far as it serves to illus- 
trate the situation of the patient. In our 
endeavor to demonstrate possible dif- 
ferences in the attitude of the family to 
other children the number of families 
with more than one child included in 
this study exceeds somewhat their pro- 
portion in the clinic population of 
obese children. 

All information 


was 


reported in this 
article is based on observations of overt 
behavior and expression of conscious 
reactions to persons and life situations. 
The aim of the study is to furnish a 
survey of the main trends in the family 
interrelationship in a large group of 
obese children. Such a surveying in- 
vestigation may be compared to the 
results of a macroscopic anatomical 
examination which records the size and 
general distribution of lesions, leaving 
the furthef investigation and _ inter- 
pretation to the microscopic examina- 
tion. More detailed and deeper probing 
insight into emotional processes, com- 
parable to the histological examination, 
can only be gained from the analysis of 
unconscious psychic material. The as- 
semblage of such information is a task 
beyond the scope of the present investi- 
gation. In giving this report we shall 


limit ourselves to simple descriptive 
statements, and shall refrain from theo- 
retical discussion and interpretation of 
the accumulated material. 

After a short description of the eco 
nomic and living conditions of the 
families, the personal development of 
the parents will be discussed in respect 
to their background and mutual adjust- 
ment. Their attitude towards their 
children, particularly the obese chil- 
dren, will be presented from different 
aspects. The reaction of the parents to 
the coming of the child, his position in 
the fraternity and the size of the family 
will be dealt with in one part. The per- 
sonal relationship of the parents to the 
child and their behavior to- 
wards other children will form another 
section. The parents’ attitude towards 
problems of health, bodily maturation, 
obesity and food intake will be dis 
cussed in a separate part. In each of 
these sections a summarizing discussion 
will precede the report of observations 
in individual cases. Our purpose is to 
disclose possible similarities in the 
family frame of obese children and to 
contemplate the prevailing fundamen 
tal trends. The case histories are in 
tended to record the wide variety of 
individual manifestations of these com 
mon features. 


obese 


DESCRIPTION OF GROUP 


This report is based on an analysis of 
the family background of 40 obese chil 
dren, 18 girls and 22 boys. They repre- 
sent 25 per cent of the 160 obese chil- 
dren who are now under our observa- 
tion. This smaller group is intended to 
be a cross section of the whole group. 
A comparison of the two groups as to 
the degree of overweight, the position 
of the child in the family, and the racial 
background is offered in Table I. 


Though the numerical relations be 
tween the different factors do not coin- 
cide entirely, it appears justified to con- 
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sider the 40 children as representative 
of the clinic population of obese chil- 
dren. 

These particular families were se- 
lected on the basis of willingness and 
ability to cooperate in giving the in- 
formation, though a number of them 
were uncooperative in the clinical treat- 
ment of their children. In the majority 


first observation. The youngest patient 
(case 19) was only two years and four 
months old when first seen, and the 
oldest girl (case 18) was 13 years old. 
In the few instances where marked 
changes in the attitude of the family 
tow ards the patient were observ ed, the 
description deals with the time of firsi 
observation; the ensuing development 


FABLE I 
Susyects IN Famity Srupy Torat Group 
Boys Girls Together Bovs Girls Together 
22 ik 4 "4 Ri» 16 
Num- Per Num- Per Num- Per- Num- Per Num- Per Num- Per 
ber cent ber cent ber cent ber cent ber cent ber cent 
Degree f Ot fy 
Mods rate gy 41 2 11 11 2 4 f of 
25 to 4o% overweight 
Severe } ; 12 67 21 52 44 4 c 46 
40 to 70% overweight 
KE xtre 4 18 4 22 s 2 f 8 12 4 i8 11 
to 120% overweigh 
/ tion in Fan 
Only ’ 32 § 28 12 3 24 2 2 ¢ 
Oldest 32 ; i7 " 2 i8 24 14 if 2 2 
Youngest 32 5 44 1s ; 25 34 2 
Between i 4 2 11 ; 8 I s 
“ il Backer 
lewish I Mi i 61 24 6 42 s 4 49 o4 
North European ¢ 2 11 8 2 1g 26 2 2 ) 24 
South European 2 ) 2 11 4 1 s 11 ) 1 il 
American Negro I 6 l ; 1< 16 l 
Mixed 4 11 ; "7 2 3 2 2 4 2 


of the children not included in the re- 
port, more information than is custom- 
ary for medical records was obtained on 
the reaction of the family to the child, 
and in many cases also on the person- 
ality and background of the parents. 
The case histories, however, are not 
complete, and the material is not in- 
cluded in the present report, as it 
would only serve to lengthen it. In no 
case was the information in contra- 
diction to the material to be presented. 

The descriptive data for the individ- 
ual patients are presented in Table II 
and Tabie III. As to age, the figures 
generally refer to the time when the 
study was made, and not to the time of 


will be mentioned in the discussion of 
the individual patients. 

The occurrence of obesity in parents 
and siblings of the patient is recorded in 
Table II, in some instances referring to 
obesity in the past. The absence of a 
mark indicates a slim figure; one plus 
sign stands for an abundant state of 
nutrition; increasing se\ erity of obesity 
is denoted by two, three, or four plus 
signs. A genetic outline of each family 
was obtained. These detailed observa 
tions to be reported in a separate paper. 


ACCUMULATION OF INFORMATION 


In the beginning the information on 
the family and its reactions to the child 
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was obtained at the time of the pa- 
tient’s visit to the clinic from the ac 


companying parent, 


mother. In nearly § 


generally 
per cent of 


the 
the 


cases the father accompanied the pa- 
tient on at least one visit, and his rela- 


rABLI 
\ (, 
Nun 8) ad 1) gree of Rac Or yin 
| Obes Cx ur ot Kirth 
Kathe Moth 
i; oP iE xtre I wish J wish 
Ame ( Ami « 
2. H W Mod Te wish Ik wisn 
Russ Ry ss 
B.1 Se Jewis! Jewish 
Russ England 
4. K.P EVE Jew sh Jew sI 
Russia Russ! 
EB. Sev Jewish Jewish 
Russ Ame Ca 
a too Sever J wish Jew sh 
Hung Russ a 
\.1 Extr Ita in Ita in 
Ita \ Ita \ 
8. A.S Sev Jewish J wish 
Russia R issla 
}- iN I Sev Ir sh Irish 
Ame Americ 
i D. Ko Sev Ie wish Te wish 
Russia Russia 
is. am. Severe Jewish Jewish 
Russ a Russia 
12. A.C, Sev Negro Negro 
America An erica 
(4, 2a Extreme Jewish Jewish 
Poland Pi land 
14. D.Ka. Sever Jewish Italian 
; Italy 
1s. M.H. Mode rate Hungarian Jewish 
Hungary Hungary 
16. J.F. Severe Jewish Jewish 
Russia Russia 
E.C. Severe English English 
An Americ i 
18. I.V. Extreme Hungarian Polish 


Am« rica 


tion to the child could be observed; in 
some cases the father brought the child 
more frequently than the mother. 
Other relatives, generally members of 
the household, were also seen on such 
The thus ob 


occasions. information 
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TABLE II 


B—Boys 
Number and Degree of Racial Origin Build p B ; S‘hI 
. . " ) nts »f ing 
Initial Obe sity ( ountrv of Birth ulld of aren ulid of Ings 
Father Mother Father Mother No. No. Obes 
) H.D. Severe Scotch Irish 
Scotland Ireland 
H.B. Severe Jewish Jewish + 7 
Russia America 
LB. Moderate Jewish Jewish 
Poland Poland 
a Sever Jewish Jewish j 
Poland Poland 
me Moderat Jewish Jewish + +4 1. 4 
Russia Poland 
SOFC. Sever Irish Irish + + 
Ire land Ireland 
W.0'G. Severe Irish Irish + ++- 
Ire land Ire land 
1).B. Sever Jewish Jewish 
| ithuania Palestine 
H.P: Extreme Spanish Italian +++-+4 
Cuba America 
28. Se.F. Moderate de wish Jewish 
Russia Russia 
KB Moderat Ger-Amer. Jewish + + 
America Hungary 
\.H Moderate I wish Jewish I 
Russia Russia 
H.L. Extren Jewish Jewish + + 
Russia Russia 
B.F. Extreme Jewish Jewish + 
Russia Russia 
\.Ha. Moderate Jewish Jewish 
America America 
HM. Sever English English + ++ 
America America 
MM. Moderat Jewish Jewish 
America America 
6. BLM. Sever Italian Italian 
Italy Italy 
Ot.Sp. Moderate Jewish Jewish a oa ' 
Russia America 
é H Pr Mode rate Jewish Jewish a ee 
Russia Russia 
pe 2 A Severe Irish Irish + 4 
America America 
we is Extreme Irish Irish a Se ' 


America America 
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e first pregnancy res t iff the 
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Europe ar contribute tf her rity ew it 
There no express¢ re ti 
fh 
Conceptior was accidental and the mot r inot want 
the child. But her religious convictions prevent 
abortion. The child was born when the mother was away 


tron her home with the two 


P ‘ 
iffered from medical neglect. Her resentment against 





this was reflected upon the cl 
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rABLE III 
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tained represented various viewpoints 
and gave a lively but incomplete pic 
ture of the family’s attitude towards 
the obese child. Conditions in a busy 
pediatric clinic do not offer a favorable 
setting for a study of the emotional de 
velopment. Quieter and more relaxed 
surroundings are essential for obtaining 
information of a more intimate nature. 

The incomplete histories were sup 
plemented in special interviews with 
the parents and other relatives. In most 
families at least two visits were made to 
the home. One was planned for an hour 
when the child would be in school. 
A second visit was made when the 
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child was at home, preferably at lunch 
time. No appointments were made, as 
it was felt that more natural observa 
tions could be obtained when no special 
preparations had been made. In addi 
tion, the parents were requested to 
come to the clinic without the patient 
for special interviews, which varied in 
number, depending on the individual 
case. 

All mothers in the group cooperated 
with this plan. But the fathers were 
found to be singularly uncooperative. 
Only a few came for the special ap 
pointments, which were arranged with 


full consideration for their working 
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hours. Appointments were frequently 
broken with no explanation. In many 
families, refusal to make appointments 
was encountered, sometimes because 
the tather disapproved of the study and 
treatment of the child, or because the 
parental relationship was of such a 
nature that the mothers would not ar 
range an interview. The attitude of the 
fathers towards the child and the 
obesity had frequently been expressed 
at the time of the regular visits to the 
clinic. But this report is incomplete 
with regard to the background of the 
fathers, and their version of the marital 
relation. 

The plan of interview was one of 
natural conversation, with the mini- 
mum of formal questions necessary to 
insure completeness and uniformity of 
the information. On the basis of the 
preliminary observations, an outline 
was sketched which covered those as 
pects of family life which seemed to be 
of importance in the obesity problem. 
Little writing was done in the course of 
the interview, as freedom of expression 
was frequently curtailed, when record 
ing was introduced. Information and 
observations were written down follow- 
ing the interview. When important as- 
pects had been left untouched, the con- 
versation was directed towards them 
at the next Interview. 

Inquiring into the incidence of obes 
ity in other members of the family fre- 
quently opened the interview and led 
naturally to discussion of other mem- 
bers of the family, with varying em- 
phasis upon certain individuals. Ques- 
tions concerning the early development 
of the children revealed much more 
than the specific information, namely, 
the response of the home to the growth 
and maturation of the child. An in- 
quiry as to the age at which the child 
was weaned usually provoked a de 
tailed account of feeding attitudes. 
A question in respect to the health of 


the mother during pregnancy led in 
almost all cases to a revelation of the 
attitude of the family towards the ex 
pected new member. Most of the par 
ents were foreign born, and questions 
concerning the old country and experi 
ences in the new homeland stimulated 
expression of expectations and disap 
pointments in earlier life. 

The emotional changes of the person 
being interviewed, such as_ blushing, 
paling, sudden blocking, change in 
voice and posture, were observed, and 
the conversation was directed to a dis 
cussion of the subject which seemed to 
provoke such changes, though not al 
ways during the same interview. The 
cooperation ot two ditferent obser ers 
proved of value in this respect. The 
interviews were conducted apparently 
quite independently and information 
which was withheld on one occasion 
was offered freely and without embar 
rassment to the other interviewer at 
some later time. This duplication in 
obtaining the material under different 
circumstances resulted in a greater de 
gree of completeness, and served at the 
same time as a check on the reliability 
of the information and on the validity 
of our observations and interpretations 
of the findings. Discrepancies in the in 
formation were checked and corrected 
so far as they related to actual figures 
and events. Ditferences and contradic 
tions in reference to other people or in 
dividual opinions are included in this 
report since they reveal essential as 
pects of the attitude of the person 
giving the information, frequently ex 
posing a marked ambivalence in the 
personal relationships. 


Economic AND LivinG Conpirions 
The economic level of these families 
was low as may be expected in a group 
of clinic patients. Twelve families were 
dependent on public relief, seven were 
supported entirely or in part by rela 
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tives. The remaining twenty-one fam 
ilies were self supporting at the time of 
investigation. The income in all fam 
ilies was marginal. A few had been in 
better economic circumstances for 
merly, and in several others there was 
1 previous history of social relief. 

The condition of the homes was sur 
prisingly good and above expectation 
in a low income group. None of the 
families lived in a slum neighborhood. 
In only four homes was the general 
effect one of poverty and need. Good 
taste expressed itself in the arrange 
ment and furnishing of the apartments. 
In general the care given to the envi 
ronment was excellent. Growing plants 
were found in almost every home. Only 
a few homes were drab and _ poorly 
kept; one was repulsively dirty. The 
patient coming from this home was so 
unkempt and filthy when she came to 
the clinic for the first visit that exam 
ination was postponed until she had 
hada bath (the apartment had a bath 
room). 

In these cleverly planned and well 
kept apartments there was little that 
bespoke the presence of a child. The 
atmosphere was an expression of. the 
mother’s desire for comfortable living. 
In the study of the activities of obese 
children (2) it was noted how few 
showed indication of creative self. 
expression. This may be related in some 
degree to the lack of space reserved for 
the child. In some instances the apart- 
ment was given over to the protection 
and preservation of furniture that 
spoke of better day s. The children were 
nagged constantly against touching the 
family possessions and were relegated 
to a narrow corner for play (cases 15 
and 23). In other cases the mother’s de- 
sire for orderliness and proper appear 
ance prevented the home from being a 
place for creative work by the child. 
“As I can’t be all the time cleaning up 


after him’’ (cases 22 and 27). Some- 


times space was sacrificed to a good 
neighborhood, partly with the motive 
of having the children attend better 
schools and mingle with acceptable and 
desirable schoolmates Case 33). In 
other cases it was a matter of pretence 
and keeping up of appearances. “I must 
think of what my friends would say if 
we had to move away from here. It 
does not matter about space for us. 
\ child can sleep anywhere” (case 26). 

Freedom of movement and expres 
sion was further curtailed by the pres 
ence of relatives in the household. In 
ten instances one or both gr: andparents 
were living in the household. In two of 
these families (cases 7 and 26) the 
parents had never had a_ household 
separate from that of the maternal 
family. In two other cases (cases 1 and 
14) the family had returned to the 
home of the grandparents. In three 
more families (cases 13, 17, and 37) one 
or two grandparents had been living in 
the household when the children were 
vounger. In all cases the presence of 
relatives had led to tension and fric 
tion. On the one hand the children were 
deprived of needed space, and nagged 
and hushed constantly. On the other 
hand central guidance was lacking, and 
the children were exposed to “spoiling”’ 
and to controversies and discussions 
over their rearing. In the three families 
who sublet a room in the apartment the 
presence of the roomer did not enter in 
the life of the family except for crowd 
ing the available space. 

The social contacts and cultural 
terests of the family generally did not 
reach beyond the narrowest family 
limits. The greater number of the par 
ents were foreign born without educa 
tion or social advantages, and the 
struggle to find a place for themselves 
in a new country exhausted their 
energies. The mothers were generally 


fully occupied with the care of the 


home and the preparation of meals. 
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Lack of time was frequently given as a 
reason why clinic attendance was dis- 
continued. Many served three hot 
meals a day, expressing the opinion 
that the child needed this. 

In most families the amount spent 
for food was disproportionately large 
as compared to money available for 
other needs of the child, such as cloth- 
ing or tools and equipment for play and 
athletics. In no case was any complaint 
voiced against the cost of for rd, as long 
as the money was spent to satisfy the 
demands of the child for large meals 
and extra food such as candy and ice 
cream. The high cost of food was em- 
phasized as soon as dietary changes 
were recommended thereby reducing 
the bulk of the food. We made efforts 
to teach economic ways of shopping so 
that the new diet could be provided at 
the same or even lower price than the 
previous meals, generally without much 
success. 

In contrast to this willingness to 
spend a large part of the available 
money on food, there was almost uni- 
versal complaint about the cost of over- 
size clothes, a motivating factor in 
some cases In try ing to reduce the size 
of the child. Some children, but more 
often the parents, were poorly and in- 
adequately dressed. In one of the poor- 
est families (case 38) it was observed 
that the noon meal of the child con- 
sisted of lamb chops, two fresh vege- 
tables, a baked potato, a fruit cup and 
a glass of milk. And a hot meal was 
planned for the evening. Neither the 
parents nor the child were dressed ade 
quately for mid-winter weather, and 
there was constant complaining about 
the cost of medical care (reduced clinic 
fee). In some instances it was difficult 
to elicit an honest picture of the food 
intake. One mother (case 8) who wished 
to stress her poverty, said that they 


were lucky if thev had “‘a little crust of 


bread’? to eat, but when a call was 


made at lunch time, she had four pots 
cooking, and there were two bowls of 
fruit in the kitchen. 

The marginal economic level of these 
families seemed to be a contributing 
factor in the overfeeding. Abundance 
of food represented the one contribu 
tion to luxury which the mother could 
make and which gave a certain sense of 
afHuence. One mother (case 17) who 
was entirely dependent upon relatives 
for support, stated that the time would 
never come when she would economize 
on her table. ““We always have had the 
best to eat, and we alway s will.”’ Many 
of the parents had experienced poverty 
and cruel hunger in their own child 
hood. When economic security was 
missing or again lost a larger food in 
take served also the purpose of com 
batting anxiety. In a number of cases 
the onset of obesity, sometimes in both 
the patient and one of the parents, co 
incided with a reversal of the financial 
conditions. 

1. ZF. The family moved into the 
home of the mate 
three vears ago, after the death of the 


grandtather. 


rnal grandmothet 


A.T. This family never had a home 
apart from the maternal family. 

8. 4.Sch. The mother rents furnished 
rooms to men, and avoids giving infor 
mation on this point. The Home Re 
lief social worker reports that the pres 
ent living arrangements cannot be con 


j . ’ Bog . 
sidered as good for a pre-aadolesce t 


girl. 
9. KF. Phe children are liv 


maternal great-aunt and uncle who rut 


ig witha 


a rooming h use, 
10. D. ko. 


the neighborhood, which is below the 


lhe family keeps aloof from 


level. 
A.C. The mother and her olde: 

ter have | ve | togethe rsince coming te 
New York, and continued their joint 
household after their marriages. 

is: cA. 


years her senior, lives near by and al 


te 


\ sister of the mother, eight 


wavs exerted a great influence on the 
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household. The maternal grandparents 


lived with the family until the patient 
was eight vears old. 

D.Ka. The mother and her children 
live with the grandmother. An uncle 
lives in the same apartment, and many 
other 
V.H. 
the mother live in the same apartment. 
he grandmother is a paranoiac old 
woman who possesses beautiful living 


relatives In the neighborhood. 
The mother and a brother of 


room furniture which she does not per 
mit anybody to touch or to sit on. Thus 
the best of the 
apartment, which the children are not 


she occupies room 
allowed to enter. 

E.C. The erandtather 
lived with the family until his death, 
when the patient was four years old. 
HB. The father’s mother has al 
ways lived in the household, and a 
brother of the father did for the first 
five vears of the marriage. 

LR. The grandmother 
lives in the household. The home is 
filled with fine furniture which the child 
isnot allowed to touch. 


maternal 


maternal 


D.B. This family never had a home 
separate from the mother’s parents. 
They are living in an inadequately 
small apartment in pretentious  sur- 


roundings. 
Pike The family has a candy store 
in a poor section, which the mother and 
children consider inferior. Living quar 
ters are inadequate in back of the store. 
AH. 
sacrificed for a good neighborhood. 
VM. The mother’s mother has al- 
ways lived in the household. 

F.M. The maternal grandmother 
has always lived in the household. 
StS. 


eight years of marriage, to have a home 


Adequate living space was 


The father demanded, after 


of their own, separate from his wife’s 
parents. 

H.Pr. The mother has raised a rub- 
ber plant which she acquired just be- 
fore the patient was born. This plant 
has grown to such dimensions that it 
the family out of the living 
room, which is also the bedroom for the 
patient. 


crowds 


PARENTS IN RELATION tro THEIR Back 
GROUND 


The purpose of the inquiry into the 
background of the parents had been to 
understand and appraise the influence 
which had molded their personal de 
velopment, their attitude to their life 
experiences, and their adjustment to 
the present situation. The information 
of the 
fathers is incomplete because so many 


concerning the early history 
of them failed to cooperate and did not 
come for special interviews. However, 
in some cases the uncooperative fathers 
were seen at the clinic or at home and 
a general impression of their personal 
appearance and 
gained. In combination with the in 


development was 
formation given by other members of 
the family, in most instances by their 
wives, the more general observations 
are included in this section. 

Ten of the fathers were American 
born and 30 were foreign born. The 
countries of origin are listed in Table 
Il. In ten cases no further information 
was obtained. Of the other 3 


fathers 
were described as lacking in drive, 
ambition and initiative. They were un 
able to provide adequate financial se 
curity or a social status comparable to 
that of their own parents or of other 
of their families. It 
probable that this circumstance may 


members seems 
account for their unwillingness to be 
interviewed. Three of them (cases 9, 1, 
and 19) had become alcoholic at least 
temporarily. Others placidly accepted 
being supported by their families or 
their wife’s relatives. Some needed the 
assistance and the intercession of their 
wives to secure and keep their posi 
tions. Even the men who were capable 
and reliable in their work frequently 
gave the impression of being weak or 
unaggressive persons. Only five of the 
40 fathers appeared to be proud, secure, 
and self-reliant men. of them 
(cases 24 and 34), having been reared 
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on farms, felt misplaced in the city and 
without adequate outlets for their 
energies. 

In cases where the life history was 
obtained from the fathers themselves 
they frequently spoke with bitterness 
and resentment of their experiences. 
They felt defeated by circumstances 
which had prevented them from prog- 
ress and positive achievements. None 
of them gave the impression of having 
actively entered the struggle for suc- 
cess. Their complaints and resignation 
indicated a fundamentally passive atti- 
tude. Life had not granted them what 
they had hoped for; there was no use 
trying again. 

In all cases where an attitude to- 

wards their parental home and back 
ground was expressed it was that of a 
strong bond. Some exhibited persistent 
filial admiration (cases 20, 25, and 40) 
in one instance-even bestowing the 
position of head of the household on 
the mother (case 20). Others showed 
unremitting embitterment against the 
difficulties and conflicts precipitated by 
dominating parents (cases 15, 31, and 
3/ . 
The information on the early life of 
the mothers and their response to it is 
much more abundant than that of the 
fathers. Most women were talkative 
and verbose, and all of them welcomed 
the opportunity to talk about them- 
selves. This urge to direct the conversa 
tion and attention to themselves some- 
times made it difficult to hold them to 
an objective discussion of other mem 
bers of the family and the family inter 
relationship. In a few instances the 
mothers were so preoccupied with their 
personal problems that they did not 
give satisfactory information on other 
aspects. 

The outstanding impression of the 
personality of the mothers as reflected 
in these conversations was an overt dis 
play of self pity. They spoke of them 


selves as sick, unhappy and misunder 
stood women, seeking an expression of 
sympathy for themselves and their mis 
fortunes. Only a few failed to focus all 
attention upon the frustration and dis 
appointments of their lives. And only 
one mother (case KH described her child 
hood as normal and happy. One mother 
(case 20) was conspicuous in her failure 
to display any emotion or to express 
any former reactions. This blocking of 
her feelings stood in marked contrast to 
the tribulations of her early life. No 
attempt was made to uncover her re 
pressed emotional reactions as it was 
felt that her impassivity constituted 
her defense against her true responses 
and that this safeguard should not be 
broken down until constructive psycho 
therapeutic help could be offered. 
Another common feature in almost 
all cases expressed itself in a definite 
lack of sincerity, a tendency to hide and 
cover up events, especially those which 
might reflect unfavorably upon them in 
their rdles as mothers. This factor will 
only be mentioned in those cases where 
the information was obviously fan 
tastic, contradictory and confused. In 
a few cases secretiveness may possibly 
be explained on the basis that the 
mothers mistook our investigation for 
an inquiry into the financial resources 
of the family for the registrar’s office. 
Cases in which hiding of funds appar 
ently determined falsified statements 
were not included. The lack of upright 
ness, in spite of W illingness to cooperate 
and the profuse flow of words seemed to 
reflect a character trait probably allied 
to their inability to perceive !ife situa 
tions 1n a realistic view, a factor which 
will be discussed later in this section. 
Most of the women had undergone a 
life of great hardship, cruel poverty, 
and bitter disappointment. Fourteen of 
them were born in America, several in 
rural districts, and living in New York 
City represented a problem of adjus. 
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ment. Twenty-six were foreign born. 
The countries of their origin are re 
ported in Table Il. Twelve of these 
mothers had immigrated alone to 
America between the ages of 10 and 18 
vears. Some followed the example of 
relatives, expecting to find help and 
support, a hope which remained fre 
quently unfulfilled. Three of the twelve 
were Irish girls who went into domestic 
service. Nine were Jewish girls escaping 
from the persecution and misery in 
Russia and Poland. They arrived with 
high expectations of education and ad 
vancement, but without training or 
funds, and drifted perforce into sweat 
shops where they received little finan 
cial reward and even less opportunity 
for education and personal develop 
ment. Many suffered from intense 
homesickness. In a few instances the 
rhother or parents joined their daugh 
ters later, and lived in the same house 
hold, a situation which provoked fric 
tion in all instances. Some girls con 
tributed part of their meagre earnings 
to the support of their families in 
Kurope, considering this their duty, 
and harshly blaming their sisters who 
did not have the urge to make such 
sacrifices. 

Two mothers (cases 16 and 21) had 
come alone to America when young 
adolescents, to join their fathers. Both 
related with bitterness how they were 
exploited in manual work and how their 
earnings were used for others, leaving 
them with no reward or compensation. 
In other instances the mothers of our 
patients had immigrated together with 
their families. They also felt that they 
had been overburdened with enforced 
contributions to the family budget and 
too large a share in the household 
chores. 

Still greater deprivations and misery 
had been experienced by those women 
who were separated from their parents 
when young children. In two instances 


cases 21 and 22) the fathers had emi 
grated to America to prepare a new 


home tor their families. The World War 


prevented their wives and children 
trom following them, and they endured 
the misery of the war years in Poland. 


In one instance (case 21) the mother 


was killed by soldiers, leaving her only 
daughter ot 11 vears without a home 
or support. When the girl finally joined 
her father she found a new family, a 
stepmother and small children, and her 
assistance and contribution to. the 
household were needed. In another in 
the mother had been 
left in Italy as a child of two when her 
parents departed for America. She was 
nine when she came alone to this coun 


Stance (case 


try to join them. She wept when she 
recounted this experience. The feeling 
“T did not even know my mother” had 
remained as painful and distressing as 
during childhood. 

Other mothers also traced the dith 
culties in life to having been reared in 
broken homes and having missed one 
parent during childhood. Two women 
cases § and g) reported that they had 
never known their tathers. Both felt 
that to each child belongs the right to 
know his father, but both reared their 
own children apart from the fathers. 
\nother mother (case 34 refused dis 
cussion of her early life. She was visibly 
disturbed when questioned and men 
tioned only that she never had a real 


home. In other instances the death of 


the mothers when the daughters were 
small children (cases 20 and 24) or the 
death of the fathers (cases 27 and 3g 
had deprived these women of security 
and affection at an early age and had 
imposed upon them responsibilities be 
vond their capacities. 

Dissimilar as the circumstances 
which caused the adversities of these 
women appear to be, they hav e close 
resemblance in several aspects. Ex 


cessive demands and the need to con 
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tribute to their own and others’ sup 
port had been forced upon them at an 
early had reached 
sufficient strength, inner security and 


age, betore they 


selt-reliance. All of them reacted to 


these demands with resentment and the 
teeling of having been exploited with 
and 


their 


been 


per 


out reward, ot having 


} 


thwarted in education and 
sonal development. 


The women whose outer lite histories 


} } } ‘ 
tailed to disclose such striking evidence 
of suffering and hardship expressed 


ilar reactions in their acrimonious 
and reproachtul references to their 


background. It seems to us that com 
ors in the background of these 
fe = 2 j ry 

ldren can be tound 


thers of obese ch 


not onlv in the actual events ot their 


even more important aspects 


ire reflected in their responses to them, 
their self-pitving attitude towards 

> ‘ ] } ° Ps : 
the past. Resenttul submissiveness, in 


their mis 


cessant preoccupation with 
fortunes and condemnaw&ion of others 


manifested itselt 
ll as their behavior. 
The animosity and .self-pity ex 


man who felt her true 


C id been sacrinced to convention 
5 | } 
1 tradition (case 17), or by those who 


complained that they had been cheated 


t of rmal childhood by the abu 
sive behavior of their parents (cases 1§ 
ind -: ditte re ittle fri m the reac- 
t s of the previously mentioned 
“ en who were bitter ind re\ engetul 
vecause they had been exploited in 
phvsical labor. Thev all felt that thev 
ha veen thrown upon their own re 
S ces and had been deprived of affec 
tion and security too earlv in life. They 
continued to feel sorry for themacives 

to resent the demands made upon 
the Kew of then tain satistac 
: P their present life situation 
| T TT yuf« ns ofa home 

NET ti r A I ré rected AS a 
t ylesome 1 wanted burden. It 


is as if they had retained the same out 
look on life and its responsibilities 
which they had at the time when de 
mands were first made upon them, and 
as if they had not grown and matured 
bevond this stage. In no individual had 
stimulated 
the development of a mature, vigorous, 


the experiences of her life 
and secure personality. Almost all were 
insecure in their social contacts, and 
limited the 
They were afraid 


themselves to narrowest 
circle of their family. 
of a progressing world which called for 
adjustment and adaptability. Some 
had escaped into a static world of fan 
tasv devoid of responsibilities, and they 
were still dreaming of the careers which 
they said they had sacrificed to their 
families. Two 


cases 13 and 29) claimed 


successes as movie actresses. Several 


had made real efforts and had exper 
enced some success in the struggle to 


escape the drudgery of their lives. 
Some had preserved their vitality de 
spite many defeats, and worked for the 
support of their families, sometimes 
without assistance from their hus 
bands. Others indulged in vague and 
fantastic schemes of future success, ex 
pecting satisfaction only from activity 
outside the realm of their homes. They 
all blamed their frustration and failures 
and the 
obligations. Their dissatisfaction 


upon their families existing 
and 
endless 


hostility manifested itself in 


complaints, exacting impatience, and 
aggressive irritability. 

Phe inability of the mothers to detach 
themselves from the emotional tie to 
their parents signified another aspect 
of their stagnant attitude towards their 
early lives. Even the harsh condemna 
ti words and be 


ons displayed in the 
: 


havior of some women manitested in 


their very persistence a basic incompe 
from their 


, 1 
tence to free themselves 


attection and 


influence of their 


former experiences of 


hate, and from the 


‘ 
parents. [wo women (cases 27 and 4 
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were so enraged at the re-marriage of 


the surviving parent, in the one case 
of the father and in the other of the 
mother, that they left the parental 
home, at the age of 14 years, and obsti 
nately refused ever to see their families 
again. The exploitation and excessive 
demands which were so bitterly be 
moaned indicated often self-imposed 
burdens, the compelling urge to con 
tribute to their parents’ support and to 
sacrifice their own comfort and inde 
pendence. Two women (cases 7 and 26) 
had never considered having a home 
apart from their parents, and suffered 
from anxiety if separated. Even the 
mother the 
mature woman in this group (case 39) 


whom we consider most 
dissolved her own household, although 
she had three young children, and re 
turned to her mother’s home for more 
than a vear, during a period of emo 
tional stress. In other instances the life 
in the household of the parents was so 
trying and full of unhappiness that a 
the families 
necessary, not without marked feelings 
of guilt on the part of the daughters, 
the mothers of our patients. The fre 
quency with which grandparents had 


separation of became 


been living in the same household has 
been recorded in the previous section. 
It is probable that the information was 
not obtained in all cases and that the 
actual incidence is even higher. Even 
if the grandparents lived separately, or 
after they had died, many of our moth 
ers were unable to dissolve their emo 
tional attachment. They continued to 
be guided in their actions by the need 
of approval from their parents, or felt 
guilty if they dared to follow their own 


judgment. Some women were 2ware of 


their conflicting attitude. Their im 
potence to break these ties and to live 
their own lives filled them with bitter 
ness. One woman gave expression to the 
confusion in her loyalties by saying 
that she sometimes felt that she was 


holding out one hand to her parents 
and brothers and the other to her hus 
band and children; that she was not 
wholly a part of either and that any 
attention that she gave to one was at 
the expense of the other. 

This prolonged attachment to the 
parents appeared to be linked with the 
complaints of not having had a real 
childhood. It is as if they continued to 
search for some fantastic “normal” 
and carefree childhood and hence were 
incapable ot going forvard towards 
emotional maturity, and of accepting 
adult responsibilities without self-pity 
and complaint. In their impeded emo 
tional development and in their frus 
trated longing for a happier childhood, 
which in turn provokes the desire to 
create this Utopian childhood for their 
children (actually for themselves) may 
be sought one source of their attitude 
and reaction towards their children. 

 £F. The tather 

five children. “He is the 
one of my children,” 


Is the voungest of 
unsuccessful 
savs his mother, 
who resents the presence of his family 
in her overcrowded apartment. 

The mother is the third child and 
first girl in a family of eight. She avoids 
discussion of her early lite except to re 
count her adolescent popularity. “I 
never bothered with my tamilv: I was 
one for having a good time.”’ But at 42 
ig tie to her 
mother, which supercedes al] other per 


vears she displays a stron 


sonal relationships. She is an imma- 
ture and unreliable women who covers 
up the real issues and facts in her life, 
and refuses to face realities, just as she 
blondines her hair and covers her wrin- 
kles with gaudy make-up. 

. oF. 


of four siblings. He came to America as 


The father was the youngest 


a young man but never succeeded 
raising his economic level above mai 
ginal or dependent. He returned to 
Europe at 43 to marry a girl whom his 
sister had selected. 
The mother is ten 
than her only brother. 


vears younger 


She says that 
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she was an unhappy, little, fat girl with- 
out friends and a life centered about 
the small store of her parents and de- 
void of any home atmosphere. She sut- 
fered after her marriage from intense 
longing to be with her mother, but 
found no consolation when she _ re- 
turned to Europe to stay with her par- 
ents. She is a weary and resigned wom- 
an, full of remorse and self-pity, and 
unable to give herself to her family and 


eo forward with them. 

BAT. lhe father grew up in poverty 
as the fourth in a fraternity of seven 
children. He is the least 
member of his family and sensitive to 


successful 


criticism. 

The mother was the oldest of five 

children. She was three vears old when 
her parents came trom England. She 
describes a normal childhood and ac- 
cepts her responsibilities now without 
complaints. 
FP. The tather was one of five 
children. He does not want to talk of 
his family. His mother is reported to 
have been psychotic. 

The mother was the voungest of 
three children. She came alone to Amer- 
ica at 16 vears of age. She dreamed 
of a lite of ease and luxury here, but 
found only hardships and disappoint- 
ments. The responsibilities of a family 
deprived her of the aspired opportuni 
ties fol 
resentful and unresponsive and filled 


personal development. She is 


with self-pity, which extends to per 


sonal neglect. 
E.B. The tather was not seen. The 
mother feels that he lacks initiative to 


educate and “better” himself. He ts for- 
eign born and was never able to pro- 
vide adequate financial security or 
social status. 

The mother was the voungest of five 
sisters, “‘the voungest and the icast 
wanted.” The parents separated when 
she was two vears old ‘“‘and I grew up 
to know only hatred for my father and 
She feels that 
her mother has lived in vain. She her- 


a life ot cruel poverty.” 


self managed to get a college education 
and claims that she had a well-paid 


position before marriage. She is an un- 
reliable, extremely self-centered woman 
who has been diagnosed as psychoneu 
rotic. She cons stently refuses treat 
ment. She 
talking of her sufferings, finding no 


verbose, and indu 


positive force in her life, and reje cts al- 
most in toto everything she has. In het 
grief for herself and cruelty to her chil- 
dren she displays a serious combination 
of masochistic and sadistic traits. 

Vh.Sk. 
three siblings. He came to America 
He felt lost 


and lonely here but has been able to 


he father was the oldest of 


alone at about 17 years. 
make an adequate adjustment both in 
the economic and pel sonal sphe TS. 

The mother, the oldest of four chil 
dren, was 15 when she came alone to 
America. She went to live with an aunt 
whom she had never seen. She was 
home Si¢ k he re, and still sufte rs from pr 

; 1] 


riods of acute de pressi n, espe al 


om home. All of het 


\ 
following a letter ft 
earnings were sent back to her family 
“but | could never earn enough so that 
I could send enough to meet their 
needs.”” The fact that she no longer is 
able to send money “home”’ represents 
a conflict between her lovalties to het 
family and her assumed responsibi! 


ties towards her parents. She is preoc 
cupied with a neurotic fear of losing he: 
beauty and talks of little else. Actually 
she has a good figure and 1s well 
groomed. 

yy ie No information 
ground of the father was obtained. 


The mother was the oldest of five 


on the back 


children. When she was two and a halt 
vears old she was left, together with a 
vounger sibling, in Italy to live with 
relatives while her parents went to 
America. She says she was never al 
lowed a playmate. At nine years she 
came to America. There were several 
small children and the responsibility of 
keeping house while her mother went 
to work fell to her, 
from which she has never been able to 
r of he 
his energetic re 


sp aks child sh 


a responsibility 
wean herself in fave r own chil 
dren and husband ' 


sourceful woman 
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complaints of her loss of a normal 
childhood. “Just think, I did not know 
my own mother when I came to Amet 
ica.”” The quest to ““know her mother” 
has remained the dominating problem. 


A.Sch. The 


children. No more information 


father was one of five 
was ob 
ta ned. 


‘| he 


came 


mother, one of six children 
alone to America at 16 vears of 
age. She will not talk of her early life, 
nor of the conditio 
America. * 
in the world.” 


ish and 


, 


ns that contronted 
lam a woman alone 
She appears to be a self 
self-centered woman, and 
wants all attention to be directed to her- 
self. She no 


tween tacts and fantasv. Hert 


longer distinguishes be 

State 
} ! 

ments are contradictory and unreliable. 


KF. 


He Was ¢ 


nly child. 
ld boy.” He 


married at 1g years without sufficient 


The tather was an « 


nsidered a W 


emotional maturity to adjust to a fam- 
ily. He a chronic alcoholic 
the birth of the patient. 

The mother was also 


has been 
STNCE 
nly child. 
Her father drank, and the parents were 
she was a baby. “Until 


| was 3% vears old I thought my father 


an © 


separated when 


” 


was ci.ad.”” She now resents this false 


information. “Every girl has the right 
to know her own father.’’ She was 
reared by an aunt and an uncle-as het 


mother was in domestic service. “‘] was 
She married at 17 
vears “‘the first boy I met, to get away 
from them.” She 


raised too strict.” 


is a pleasant uncom 
plaining woman, though she has had a 
difficult life with a drunkard as father 
and husband. 

D.Ko. 1 the back 
ground of the father was obtained. 

The . mother the 
eight children, and six years younger 
than the next older child. She says that 
she was an unhappy, little, fat girl and 
came alone to America at 17 
with a spirit of adventure and eager- 


No information o1 


was youngest of 


years, 


ness for new opportunities. She married 
two years later and maternal responsi- 
bilities then robbed her of her oppor 
tunities to achieve her ambitions. She 
intelligent and alert woman and 


] ] ] ] 
ha ately resumed her education. 


3. 


1? 


L.S. The father 
ented family. He 


comes from a tal 


has himself nevet 


reached a position compatible with that 
ot other members of the family. 


J he 


children. She grew up on 


oldest of four 
in Rus 


sia, and recalls with pleasure her asso 


mother was the 


aftarm 


and the many 
lessons he taught her about life. She 
does not speak of het She 
blames herselt tor her 


ciation with her father 


mother. 
nability to han- 
lite. They 
all have been contrary to her childhood 


dle certain situations in later 
observations, bevond which she did not 
mature. 
eA; 

ground of t 


The mother 


No infermation on the back 
he father was obtained. 
complains about het 
own guarded childhood, when she was 
allowed to sit on the steps but never to 
enter into play with other children. She 
was an over-protected child “and neve 
like other children.” “‘How I longed to 
She grew 1 p in the 


Ne W Yi rk with het 


} 
seems to nave been 


run and piay.” 
South and came to 
Sister who 


, 


the driving and dominating personal 


The father was the fifth in a 
fraternity of six children. Both his sis 
ters, his next oldest and next voungest 
siblings, died young. 

lhe mother was the th 
third girl 
“My mother fainted each time that she 
heard that it another girl.”” Her 
early life in Poland, during the World 
War, was full of hardship, tear, and 


rd 4 hild and 


in a family of six children. 


was 


persecution. She sought an escape in 
ambitious dreams of a career as a movie 
actress. “I went to Vienna to have my 
picture taken.” 
of the brilhant 
have made. When she was 18 she came 


She speaks with regret 
marriages she might 


to America, working her way through 
Europe from village to village until she 
reached port. In New York she was 
met by an older sister with whom she 
was incompetible. She throws much 
blame upon this sister for her mistakes 
and failures. But she was never able to 
free herself from her influence. Later on 
her parents came to live with her for 
eight years, until their death. Her at 
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a6, 


tachment to them was stronger than 
that to her own family. 

D.Ka. The father has been dead for 
ten vears, and the mother did not know 
his family. 

The mother was born in Italy and 

came to America in childhood with her 
family. She describes her early resent- 
ment against her sisters for seeking 
pleasure rather than staying at home 
and helping their mother. “I was al- 
Ways one to stay with my mother.” 
She relates her extreme embarrassment 
when her breasts began to develop, and 
she formed a habit of keeping her arms 
crossed over them, a habit which she 
has never lost. She continues to help 
and protect her mother, and the need 
to do so supercedes consideration of 
herself and her children. 
VH. The father was the fourth of 
five children in a well-to-do Hungarian 
family. He was five vears old when his 
mother died. He never liked his step- 
mother, and felt that she was unfair to- 
wards him. He was 1t8 when his father 
forced him to leave home because of 
conflict with the step-mother. He re- 
calls his childhood as one full of fear 
and insecurity and without emotional 
warmth. He was able -to secure a posi- 
tion corresponding to his good educa- 
tion, but he lost this position and is 
bitter and resentful over his failure. 

The mother was six years old when 
brought to America by her parents. She 
has a younger sister and brother. Her 
mother was a domineering woman with 
a paranoid drive for cleanliness and the 
preserving of the family possessions. 
She gave vent to her irritation by yell- 
ing at the children, and Mrs. H. uncon- 
sciously covers her ears now when she 
mentions this. She complains that her 
mother allowed her to have 
friends, bitter and resentful 
about her unhappy childhood. Yet she 


feels guilty even now if her actions do 


never 


and 1s 


not meet her mother’s approval. 
TF. No information on the back- 
ground of the father was obtained. 

The mother came to America when 
she was about 14 years old to join her 
father. She was sent at once to work 


and her earnings were used to buy tick- 
ets for other members of the family. 
After their arrival she 
work in sweat shops and had to do the 


continued to 


household work in the evenings, as her 
mother adjusted poorly to the new 
world. She looks back upon those de 
mands made upon her 
with bitterness, and 
her brothers and sisters who fail to 


in her youth 
is indignant with 


show the appreciation she expected. 
This same attitude of not finding the 
deserved reward for her sacrifices 1s car- 
ried over in all her other personal rela 
tionships—except with her son. She is 
still quite foreign here, and speaks 
English poorly. 
E.C. The father has two sisters, 
neither of whom married. He has failed 
financially and is dependent upon sup 
port from his wife’s family. He spends 
the greater part of his time sleeping. 
He tries to inefh 
ciency by entorcing strict moral rules 
over his household. 

The mother grew up in New York 
City as the youngest of two sisters. She 


ompensate for his 


against her 
childhood. She describes her father as 
cruel and inhuman. “Only 


expresses deep resentment 


my child 
made him into a human being, some 
thing I was never able to do myself.”’ 
After her mother was institutionalized 
for a mental condition when Mrs. C. 
W2s5 30 years old, she provided a home 
for her father until his death. 

She 1S apologetic, Insecure, and eX- 
tremely modest. She feels cheated by 
life and resents the fact that she has 
never attained maturity and satisfac 
tion within herself. She considers it a 
mistake that she accepted a conven 
tional rdle in life and it embitters he: 
that she could not break her tie to her 
parents and childhood. She has kept up 
her abilities for secretar al work, shi rt 
hand, ete., but never made 
to find a position. 

Fg The father was the fifth in an 
Hungarian family of eight children. He 
came to 


an atte mpt 


America voung, learned a 
trade, and adjusted fairly well to the 


He is a kind, tolerant, 


though somewhat immature man. 


new country. 
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The mother was third in a family of 
five children. Her mother maintained a 
boarding house in the Pennsylvania 
mining district and the children were 
called upon for much help. They were 
criticized when they did not work well, 
and were never praised when they did. 
Mrs. V. is the only child who has mar- 
ied. She is critical of her mother, but 
her explanation for her illtreating the 
child is ““My mother raised me that 
way.” She isa selt cente red, arrogant, 
unreasonable and cruel woman. With 
out provocation she enters upon a loud 
condemnation of sexual delinquency. 
HD. The father was born in Scot 
land, one of sé veral ( hildre n. He never 
CGISCUSSeS his early fe, not even W th 
his wife. 

The mother was fourth in a family ot 
seven children. She came to America at 
18 vears, following her two sisters, and 
worked as a domestic until her mar- 

age. “I wasalways the differentone in 
mv tamily.”’ She was the only brunette 
among them. She had a strong urge to 
contribute her earnings to her parents 
and vounger brothers, and blamed her 
sisters for not doing so. She complains 
that her contributions were not appre 
ciated enough. “But | am glad I did 
this: it 1s a good deed to my credit.” 
She continues to sacrifice herself for 
others. She accepts her husband’s 
abuses with fear rather than rebellion. 
HB. The father was the older ef 
two brothers, and he emphasizes their 
strong emotional tie and affection for 
their mother. 

The mother had one older sister. Het 
mother died when Mrs. B. was four 
vears old and the children lived with 
neighbors until the father remarried. 
The older sister died when Mrs. B. was 
ten years old. She relates these early 
events of her life without display of 


emotion. She found her step-mother 


kind but never loved her, and exagger 
ates the attention which she herself re- 
ceived from her father. She is a well 
poised woman who accepts without 
protest the domination of the mother 


in-law, saving that she likes harmony. 


tL. The father was the fifth of 
seven children. | le le arned the ta loring 
trade from his father, and speaks with 
regard and satisfaction of their work 
together. As opportunities for work 
were limited at home (Poland) he went 
to the Argentine when 19 vears old. He 
was persuaded by his wife to immigrate 
to the United States with the advan 
tage of having an American wife. He 
meekly states that he has alwavs re 
gretted coming here to stay. 

The mother of the patient was left in 
Poland with her mother when het 
father went to America. The World 
War intervened and necessitated a long 
separation. Mrs. B. was 11 when her 
mother was killed by soldiers and she 
was left without a home and the neces 
sity of taking care of herself. At 14 she 
came to America and joined her father, 
who had remarried. Her earnings were 
needed and she was given no opportu 
nities for schooling. The relationship 
with the step-mother was one of fri 
tion. She feels that she has been ex 
ploited and has beet 
people who loved het 
7.Sch. The father is the oldest of 
three children. His father died during 
the World War. Much of the respons 
bility for the family tell upon him when 
he was an adolescent. He accepted the 
remarriage of his mother with mature 
dignity. 

Mrs. S. was the fourth in a family of 
six daughters. Her father was in Amer 
ca during the World War and the 
struggle for survival ot the family 
urope was keen. They lived In con 
Stant fear « f persecution, espe iallv of 
rape. She admired her mother, whom 
she describes as an active woman, a 
capable seamstress, but who seemed al 
ways too busy to devote herself to her 
children. The family was reunited in 
America when she was about 1¢ veat 
old. She speaks with 
with self-pity of the horrors of her early 


ndulgence and 
life. She feels so weighed down by her 
fears that she finds nothing positive in 
ife and is full of complaints: too much 
work, monotony of housekeeping, her 


te 
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own poor health, and economic inse- 
curity. 

| ee The father was the oldest of 
four children. 

The mother was 16 years old when 
she came alone to America and joined a 
married sister. ““The life in her home 
was the first and only happiness I have 
known.’ Her mother is now in America 
and makes her home with Mrs. R. and 
bitter between 
them. After 25 years in America she ts 


there is antagonism 
almost as foreign as a recently arrived 
immigrant. She tries now to educate 
herself, evidently stimulated by the 
fear of losing contact with her child. 
She feels that her relatives have de- 
prived her of the right and freedom to 
live her own life. She never had any 
mastery over her environment and feels 
defeated by it. 
F.0'C. The father was the oldest of 
eight children. He looks back upon his 
boyhood on an Irish farm with happi- 
ness. He feels himself as part of the soil, 
and misplaced as a bus conductor in 
New York. While playing a subservi- 
ent role to his W ife, he over-emphasizes 
his physical prowess and courage. 
The mother was the fourth of six 
children, and she remémbers her child- 
hood as unhappy, hard, and bitter. She 
was eight years of age when her mother 
died of an abortion following an acci- 
dent. The maternal grandmother reared 
the children. When about 12 years of 
age she lost her litt.e brother whom she 
deeply loved. She was 19 years old 
when she came to America to work as a 
domestic, and she speaks with loyalty 
and devotion of the with 
whom she stayed for many years. She 


mistress 


is a nervous talkative person who dom- 
inates her husband and her home. But 
she is personally insecure and conven- 
tional and in need of reassurance. 

W .O'G. The father reports that he 
weighed 14 pounds at birth. His mother 
died of the delivery, and he is acutely 
aware of his cost to her. He and his 
two brothers lived with various rela- 
tives and never had a home of their own. 
He was 19 when he came to America. 


The mother of the patient was third 
to the youngest in a family of eight 
children. She was a fat little girl and 
was quite sensitive about being teased 
and called “‘Fatty.”’ She did not want 
to discuss her early life in Ireland. In 
her only reference to her mother she 
spoke with criticism and _ bitterness. 
She came to America at 18 and worked 
as a housemaid until her marriage. She 
is a slow and insecure woman, fearful 
and apprehensive. She is sensitive to 
blame and disapproval, be it from her 
husband, her neighbors, or the Church, 
and she is only too ready to turn blame 
upon herself. 

D.B. The father is the youngest of 
three brothers. 

The 
child of six pregnancies of her mother. 
She was ten years old when her family 
came to America. 


mother is the only surviving 


She never was able 
to master the language without accent 
She has 
never been away from her mother one 


and was sensitive about this. 


night, except when her children were 
born. She both blames a 
mother for this dependence. 
“When my mother goes out of the 
house I feel I am being crushed by the 
walls.”” She is a colorless, immature 
woman and thinks only of herself and 
outer appearances. She suffers from 
and complains of the poor economic 


nd idolizes her 


utter 


conditions, but takes no active steps 
for improving or adjusting to the situa- 
tion. 
H.Pe. 


fraternity 


The father was fourth in a 
of seven children. He was 
born in Cuba of Spanish parents of 
good educational background. He was 
30 vears of age when he married. He is 
a charming and well poised man, but so 
influenced by his wife’s insecurity that 
he cannot give his children the positive 
guidance which his personal develop 
ment promises. 

Italian 
peasant family in Florida. She was sec 
ond of five children. Her father died 
suddenly when she was n 


The mother comes from an 


ne vears old, 
of a heart attack following active play 
with the children. Her mother went to 
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wi rk 
household. “‘I was 
er girls.’” Whe 


remarried 


and left Mrs. P. to care for the 
never a girl like oth- 
n she was 14 her mother 


and she was so enraged at 
father that she 


; 
left home, lived with an aunt, 


th S dislovalty to her 


and re 
r mother again for 


fused to see he more 


than 20 vears. She ts active and vital 


but restless. In spite of all her drive and 


, ’ 
aggressiveness she IS apologetic and on 


the detensiv e. She talks,e ats, or smokes 
11 

all the time. 

StF. Lhe father had one brother 

and one sister. He comes from the same 


Ukrainian village as the mother, and 


thev met again in New York. 
The 


had five brothe rs. 


mother was the only girl and 
She missed having a 
sister and kept very close to her moth 
er. Her childhood was filled with fears 


But she 


e of their home life. 


of persecut n and pogroms. 


speaks with pleasur 
When she she lost one 


was I eve 


accident. This accident has 


determined much of her response to 
life, and she still trembles and pales 
when she mentions this experience. She 
elates her nervous apprehension and 
fear of death to this episode. Speaking 
of her marriage and her husband, she 
says: “He knew me before I lost my 


eve. | was beautiful then; he knew me 


when I was beautiful.”’ 


When she was 14 the family immi 
grated to America. Her mother was de- 
ed admission and died shortly aftér 


she returned to Russia. “] had never 
known my mother as part of America, 

I did not feel the loss so 
kept house for her father and brothers 
this for 
after her marriage. 


keenly hips She 


and continued to do several 
years 


FB. 


Pennsylvania family 


The father comes of a sturdy 
of German de- 
scent. 

The mother tells a story of a difficult 
Idhood 


ch 


been sent alone to 


In Hungary and of having 
America when she 
was ten years old to live with a “rich 
e’’ whose actual condition was one 
of great poverty and in whose family 
she became the scullery maid with no 


opportunities of schooling. She relates 


that her mother died shortly after she 
left home. She tells a fantastic story of 


a marriage at 14 Vears ¢ f age to es¢ Ape 


the drudgery, and says that this mar 


] ] ] 
riage was later annulled. She claims 


that she then was successful in a career 
as a movie actress, and that she gave 
up this career for 
hood. Her 


contradic 


marriage and mothe 


information ts unreliable and 
torv. Evervthing she 


ers around he r 


sacrifices, and her broken health as the 
only reward for all her devotior 
1.Ht. The father was ene of five 


children. His adjustment to marriage 
and work indicate a man of immature 
development. 

was second to the 


] 


The mother 
un family of 


youngest in a 
She was ten vears old 


America. The 


denied admissi n bt t he nea h 


ly came to 
family a vear later. The older childret 
worked, and Mrs. H. was k 
She Was Mm St 


to help her mother. 


on | 


th S role, al 
that she had ne 


happy 
schooling and ts illiter 
ate. When marital difficulties developed 
job and returned to het 


She San alert and 


she found a 


mother’s home. 


telligent woman, and her appearance 
belies her illiteracv. She is dominated 
her personal relationships by self 


pity and reproaches. ! 
tor her unhappy life an 
den like a martvr. 
, om 


The father Cc 
ily of six children. H 


mes froma fam 

father was a 
strong ritualist and tried to enforce his 
orthodox rules upon his children. The 

ly came to Ame 

vears old. He attended a Hebrew school 
and later worked in the library of the 
Jewish Seminary. When he was about 


20 vears old he 


fam rica when he was 14 


gave up his position 
protest to his father’ 
worked as a salesman. He 


s dominance, and 
regrets now 
that he made this change, and blames it 
upon the intolerance of his father. H 
attitude towards life is one of passive 
ness and defeatism. 

The mother was the voungest of nin 


children. The family came to America 


S 


1¢ 








brothers. He grew up on a farm, worked 
hard, and feels now that only in such 
activity can a man be really happy. He 
is a man of decided opinion, supersti- 
tious and prejudiced. 

The mother had one brother, ten 
vears her senior. She was an obese child 
and when she mentioned this, she said: 
“T never had a home like other girls. I 
had to live around with any aunt who 
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when she was eight years old. Her father would have me.”’ She was visibly dis 
was an alcoholic, and she recalls the turbed when questioned about het 
shame and misery which this brought childhood, and gave no detailed infor 
to her childhood. She never dared mation. The traumatic childhood ex 
bring friends to her home. Her older periences have left her sorry for herself 
brother, who was fat and red-headed, and with a feeling of being different 
took the father rdle, and she harbors an from other people. She is verbose and 
intense hatred for him and the resem- insecure, and is afraid of her own opin 
blance of our patient to this uncle is an ions and decisions. 
insult to her. 35. M.M. Both parents were born in 

32. BF. No information was obtained America. Little information was ob 
on the background of the father. tained on the background. The mothe: 

The mother was the youngest of six feels a close tie to her own mother who 

children. Her father died when she was has always been living in her house 
ten years old. She had to earn her living hold, and was present when visits wer 
after she was 12 years old. She feels she made. She is talkative, nervous, and 
got little consideration in her childhood secure, and asks naively: “What can | 
‘just as it happens with European chil- do to stop yelling at him (her son) all 
dren.”’ She was only 14 vears old when the time?” 
she came alone to America and intothe 6. F.M. The father was bor Italy. 
household of a sister whom she did not He immigrated when 14 vears old. He 
know. She was an overdeveloped girl is a tax! driver, and stays out from 16 
for her age and was sent at once to to 18 hours a day. He ts described as 
work rather than to school. healthy, not nervous, and ‘“‘as calm as 

33. AH. The father’s parents were di- one could make them.” 
vorced, and he was raised by a step- The mother was born in Italy and 
father. He had several sisters and one was the next to the voungest child ina 
half-brother. He was born in New York family of seven. Her father died wher 
and joined the Marines when a young she was five years old and they were 
man. He is described as a “perfect left very poor. She came to America 
American.”” He has been greatly wor- when 14 vears old. She and her mother 
ried in his work on account of Com- lived with a married sister whose hus 
munist activities among his fellow band “‘was like a father to me.”’ She 
workers. went out to work and had to attend t 

The mother was the second of five the household. “‘] worked like a dog. 

siblings. She was born and raised Mother was too old, and the younge 
New York and attended high school sister went to school.” She sees life only 
for one and a half vears. She talks end- in the light of her hardships and disap 
lessly of her own operations and physi pointments. “I was deprived of every 
cal complaints and of the proper way thing. I don’t want my children to be 
of life. She is tense and highstrung and deprived of anything.” 
emotionally unstable. 7, St.Sp. lhe father is the younger of 

34. H.M. The father was one of three two brothers. Because of his dissat 


faction at home he went to work at 1 

and thus did not complete his educa 
tion, an important factor in his insecur 
itv in difficult life situations. He weath 
ers life poorly and at times threatens 


suicide. 


The mother was the voungest of five 
children. She grew up on the east side 
of New York. She describes her fathet 


iy at h s chil 


as a cruel man who ofte1 
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dren with little cause. In spite of her re- 
sentment against him she suffers from a 
sense of guilt that she no longer allows 
him to live with her. Her mother was a 
chronic invalid, and upon Mrs. S. fell 
the responsibilities ot the home. “I was 


just a duty girl. I never had any life of 


my own like other girls. But I never be- 
lieved that my mother could die,” she 
remarked in speaking of her mother’s 
death. Her strong ties to her past have 
prevented her from moving forward 
with her own family. “I was neither a 
child to my mother nor a mother to my 
children” she says when speaking of the 
first period of married life when the 
family lived in the home of her parents. 
She is insecure and nervous and haunt- 
ed by fears. 

fF. The father was one of seven 
children. He came to America when 17 
years old. He traveled with a distant 
relative but was thrown on his own up- 
on arrival. He was insecure and ill pre- 
pared to meet life alone. 

The mother came to America at 15 
years. She had a brother here but he of- 
fered her no security and she was left to 
find her own way. She lived a lonely life 
in cheap boarding houses. She went 
from job to job, afraid and insecure, 
and never able to learn a trade. She is a 
very primitive, self-centered woman 
who wants only to talk about herself, 
and weeps copiously with self-pity. 
pA Little was learned about the 
early life of the father. He formerly 
worked in an electrical company, but 
had to discontinue on account of con- 
stant headaches. The company doctor 
denied the presence of an occupational 
disease. This may be one reason for his 
distrustful attitude towards medical 
ad\ ICe. 

The mother was the oldest of a group 
of children. Her own mother had been 
raised in a very sheltered environment, 
and never had to do anything for her- 
self. Her father died when she was 14 
years old. She was more efficient than 
her mother in shouldering the respon- 
sibilities of the household, and in caring 
for the younger children. She is a capa- 


ble, intelligent woman who reveals lit- 
tle of herself. She found it necessary to 
return to her mother’s home when her 
fourth child, the first girl, died as an in- 
fant to recover her mental equilibrium. 


40. G.Th. The father is the fourth of 


five children. He was deeply devoted to 
his mother, and demanded that the 
first child be named for her. He is a 
poor provider, less ambitious than his 
brothers. He thinks that his father 
worked himself to death, therefore he 
wants to take good care of himself and 
avoids work. He was gas poisoned dur- 
ing the World War. His wife blames his 
nervousness and ill health upon this 
episode. He is an ardent participant in 
the activities of the American Legion. 
The mother had five brothers, and 
six other siblings died in infancy. She is 
confused about dates, but says that 
sometime during her adolescence her 
mother died. She says that she always 
felt shut out of her mother’s life. Her 
father remarried a few months after the 
death of his first wife. Mrs. Th. left 
home immediately, lived with various 
relatives and family friends, and re 
fused ever to see her father again. She 
has broken with the other members of 
the family. She tried to make a career 
in business life and married when she 
met with disappointment. She is full of 
bitterness and resentment and blames 
others for her dissatisfactions and un- 
happiness. She indulges in fantastic 
plans of what she might do if not tied 
down by her family, and makes them 
feel guilty and miserable for her failure. 


PARENTAL RELATIONSHIP 

The relationship between the par- 
ents, their mutual compatibility and 
the harmony of the marriage was eval- 
uated as to the stability and security 
which the home could offer to the chil- 
dren. The assessment was based more 
often on information given by the 
mother alone than on_ independent 
representation by both parents. The 
interviews in which both parents were 
seen together were usually unsatis- 
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factory and lacking in frankness; fre- 
quently the fathers were interrupted by 
their wives and not permitted to ex- 
press their point of view. There was one 
exception (case 18) and here the an- 
tagonism between the parents was so 
violent and primitive that both ex- 
pressed their dissatisfaction without 
consideration for the other’s presence. 
In all cases where both parents were 
seen separately good agreement was 
observed between the two representa- 
tions of their relationship; in cases of 
disharmony the wives were generally 
less restricted in expressing contempt 
for their partners. In a number of cases 
no direct complaints were made against 
the husbands, but undesirable traits in 
the children were explained as “‘like the 
father” or ““my husband’s people,” and 
the mothers felt greatly annoyed by the 
similarities. On the whole the picture of 
marital relationship as described by the 
mothers appeared to represent the situ- 
ation adequately. 

The investigation of the personal de- 
velopment of the parents had revealed 
many fathers as weak and ineffective 
persons. The women gave the impres- 
sion of greater drive and resourceful- 
ness, although many exhausted their 
energies in constant nagging and com- 
plaining. This difference in the temper- 
ament of the parents became even more 
apparent in their mutual relationship. 
Some men who appeared to be self- 
reliant and well adjusted in their social 
relations played a subservient réle in 
relation to their wives (cases 24 and 
27). Some women claimed that they 
handled the jobs of their husbands, or 
that without their help and work the 
economic circumstances would be in- 
adequate. 

In five families the impression was 
gained that the relationship was stable 
and harmonious without obvious domi- 
nation of either parent (cases 6, 12, 20, 


31, and 32). In two instances the wives 


appeared to be insecure and were ap- 
prehensive of their husbands’ opinions 
and criticism (cases 25 and 34). In all 
other homes the influence of the mother 
was predominant in the household, es- 
pecially with regard to the rearing of 
the children. In two households a 
grandmother (cases 14 and 20) played 
the leading réle in the family constella- 
tion. The father’s position in the home 
was frequently further weakened by 
the presence of grandparents in the 
same household. 

In two instances (cases 8 and g) the 
father had deserted his family after 
conception or birth of the child who 
later became obese. In another case the 
father had died when the child was 
small (case 14). 

In 11 families the relation between 
the parents was acute and fraught with 
bitter quarreling. Frequently the chil- 
dren participated in fights which were 
sometimes waged over their rearing, or 
in competition for their affection; or 
else they were frightened and terrified 
over the outbursts of rage between 
their parents. In ten families where the 
disharmony between the parents was 
not so apparent the mothers gave ex 
pression to outspoken disloyalty and 
disdain towards the fathers, and they 
frankly admitted regret of ever having 
married. In none of these ten families 
was it possible to establish contact with 
the fathers. In the remaining nine 
families the degree of compatibility, 
though varying, was above the level 
just described. In one of these families 
no true picture was obtained (case 1). 
The mother described an ideally happy 
marriage; some remarks of other rela 
tives indicated that the relationship 
was not so pleasant as the mother at 
tempted to depict it. 

In all families, even in those in which 
no open friction and disagreement was 
observed between the parents, the ab 
sence of common interests or partic! 
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pation in social life outside the narrow 

est family circle was quite striking. 
Some fathers sought interest outside of 
the home in which their wives could 
not or would not participate cases 33 
and 44) or did so only with loud protest 
7). The lack of companionship 
could not be explained on the basis of 


(case | 


marked differences in the outer circum 
stances of the parents’ lives. Two 
mothers (cases 2 and 23) were inclined 
to blame the misunderstanding be 
tween themselves and their husbands 
upon a great difference in age. In an- 
other family (case 27) where the differ 
ence in age also exceeded ten‘years no 
difhculties were reported on this ac 
age 


count. In the majority of cases the ag 
not 


difference between the parents was 
greater than five years. In only one 
instance (case 24) was the mother older 
than the husband (Table III). The edu 

cational background, although not al 

ways the same, revealed no marked 
differences. The intellectual endow 

ment appeared to be adequate in all 
cases. The couples were generally of the 
same racial and national background. 
Three cases of mixed marriages (cases 
La, 14, and 29) were observed. In one of 
them the father had died 14) 
when the patient was small; in the two 
other families the difficulties appeared 
not to be related to this difference. 

No effort was made to obtain spe 


case 


cific information on the sexual adjust 
ment of these couples, although free 
expression of all aspects of their per 
sonal relationship encouraged. 
Only a few mothers instigated a dis 
cussion of their sexual relationship and 
compatibility. Sometimes the emphasis 
was laid on 


Was 


their dissatisfaction and 
this information was offered as another 
expression of the husband’s incompe 
tence. Several women spoke of the 
shock of the marriage night and to 
them sexual matters had remained 
something filthy and not to be dis- 


cussed. Other women implied that sex 
ual relations had ceased. On the whole 
the impression was conveyed that sub 
jects relating to sex were suppressed, 
not only during these interviews but 
also in the rapport between the parents. 
One mother (case 19) blamed the fail 
ure to conceive a second child upon the 
low sexual drive of her husband. No 


other mother verbalized this; but one 
may raise the question as to how far 
the low fertility in these families is an 
outer expression of an unsatisfactory 
marital relationship. 

The inquiry into the marital relation 
ship was not intensive enough to allow 
a discussion of the causes for the de 
ficiency of rapport and emotional sta 
bility. But it appeared to be closely 
linked to the personal development of 
the parents, particularly of the moth 
ers, who were so preoccupied with their 
personal problems and unhappiness 
that they could not give themselves 
fully to their families. At the same time 
they dominated the household without 
being able to provide a secure and har 
monious atmosphere. 


i «J lhe mother portrays an ideal 
ly happy marriage, but refuses coopera 
tion for an interview with the father: 
She never mentions him unless she is 


then her 


defensive. 


| } } 
asked direct questions, and 


answers are evasive and 
They were married when Ig and 21 


vears old, and immediately established 


their own home. Three years ago the 
father moved with his family into the 
home of his mother. 

2. HW. The mother states that she 
has no love for her husband. She met 


him, through arrangement of the fam- 
from 
the small Russian village 


ilies, when he returned on a visit 
America to 
where she Was living. He 6:34 years 
older than she, and she accepted the 
marriage as a means of escape from an 
unhappy home. Financialcircumstances 
here were disappointingly poor, and 


they are continuously dependent upon 
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relief. The mother avoids making an 9. K.F. The father was 19 years of 
appointment for the father. age, and the mother 17 at the marriage. 
et The mother IS the Stronger The father re sented the seco! d preg 
personality. The family has been on re- nancy, that of our patient, began to 
lief for several vears, though the father drink and abuse the mother, and the 
is a capable man in appearance. One mother returned to the home of he 
observes a pleasant relationship be- aunt who had reared her. She has since 
tween the parents, but he appeared returned to live with her husband. 
suspicious of any criticism she might 10. D.Ko. The mother is a large vig 
otter of him and of the children. ous woman while the father is a small, 
ae he mother is a strong, dom- somewhat effeminate person. There ap 
inating woman while the father is a pears to be good rapport between the 
weak ineffectual person with a chronic parents when they are togethe 
thy d condition for which he has had to = # The mother the trongel 

ne oOperatior lhe mother manages pers nality of the parents. She admires 
the small business of the family while her husband, the talent of his family 
the father takes the dependent rdle. and his stability, but feels that he ts tov 
She complains of being overburdened. soft for a man, that he lacks virility 
Neither spoke to the other on the two and strength. 

occasions when seen together. 12. A.C. Phis is a superior Negro fam 
EB. The mother openly regrets ily and the relationship between the 
the marriage and the loss of the career parents appears to be pleasant. 

for which she feels she was destined. 13. L.C. The mother came to America 
She has a better education than her when 18 years old and married wh 
husba has always felt herself “still a greenhort Apparently the ol 
superior t him. The mother feels that er sister with whom she wa faving 
she is being put shed because she mar urged her to get married. “Id t fall 
ried against the advice of her mother. in love.”” She speaks with disgust of 
Phe husbar dis an inadequate provider. ‘‘married life’? and resents the size of 
According to the mother he comes her children for which she blames the 
home ly sleep and spends no free father. She made him come to the clinic 
time with the family. to demonstrate his obesity. Dhere 
LPh.Sh lhe mother gives the 1m- vou see where they get it.”’ 

pression of a good marital relationship. 14. D.Ka. The mother is Italian ar 
‘We were both alone this country the father was Jewish. He was accepted 
ind we both appreciate even more the by her family as he embraced Cathol 
family here.”’ The father appears to be icism but she was not accepted by h 
a good provider and the mother an ade- family. He died when our patient was 
quate housekeepet two vears old. When the mother crit 
& lhe father plays a minor rdle cizes the patient she often remarks, 
1 the family, and has no place as head “That is the Jewishness coming out 
of the home. The mother conducts the her.” 

household which is that of her parents. 15. M.H The mother is Jewish and the 
he tather is inadequate to support father is Catholic. The chil have 
the tamily. The mother expressed no been reared Catholic. At the time of 
disloyalty to the father but spoke of the marriage the father wa ecessful. 
him only when questioned. She admired her husband for his cul 
1.Sch. The mother gives several tured background and his successes 
conflicting versions of her marital his- and is pressed down now by his failure 
tory. She says that she has been mar- She has a kind maternal attitude t 
ried for more than ten vears, and that wards him and he calls he Mother 
the husband deserted her some time In a childl ke voice. 
after the birth of the child. 16. FF. The mothe r bit 
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resentful person. She feels rejected by 
her husband’s relatives. The qualities 
which she does not like or understand 
in her daughter she explains as “‘like 
her father.” The impression of little 
security in the marital relationship be- 
tween these parents 1s con\ eyed. 

E.C. The father refused to come 1n- 
to the living room when the family was 
visited in connection with this study. 
The mother belittles him and blames 
him for the child’s difficulties, for his 
failure in business, and for his personal 
habits. She finds no comradeship with 
her husband and regrets her marriage. 
She says that she entered marriage only 
to provide a home for her father after 
her mother’s illness. 

IV. The mother depreciates the 
father and says: “If I don’t work, we 
don’t eat.” There are bitter fights be- 
tween the parents and the father loses 
control of himself in his rage against his 
wife. She refused in the beginning of 
the marriage to leave her parents’ 
home, but when her husband could not 
find work in his trade they were forced 
to come to New York. 

H.D. The father is alcoholic and 
abuses the mother when drinking. He 
is unreliable in his positions. The moth- 
eris thestrongmemberof the family and 
protects the father with his employers. 
His salary is also paid to her and she 
controls the family economy. He has 
rejected the child because of his obe S1ty 
and the mother interprets this as a per- 
sonal rejection of her. She complained 
of his low sexual drive. 

HB. 
be a well-adjusted marriage. Each par- 
ent speaks of the other with mutual re- 


On the surface this appears to 


spect and consideration. The father’s 
mother has lived with them since the 
marriage, and it is she who controls the 
household, or rather, it is to her wishes 
that the father acquiesces. The wife 
accepts this situation with astonishing 
placidity. 

L.B. The husband is a weak, soft, 
unaggressive person who has been in 
this country for only eight years and is 
still foreign here. The wife planned the 


te 
te 


to 
s\ 


marriage when he was in this country 
as a visitor. 

F.Sch. The mother considers the 
marriage a good one. Repeatedly and 
with resignation she made the state 
ment that “Jackie is just like his 
father,” generally after she voiced 
some complaint against Jackie. He 
seems to accept passively his wife’s 
constant complaining. 

es The husband is 15 years the 
wife’s senior. Her family were under f.- 
nancial obligations to him and when 
they could not meet these, she was told 
it was her duty to marry him. She says 
that she has never loved him, and that 
she has always resented the basis of her 
marriage. There is much friction in the 
home. The mother’s mother lives with 
them and the mother feels that her 
mother and husband are together and 
against her in these quarrels. Many 
personal factors in her life are unknown 
to the husband. 

Jar. 
vounger than the wife. She is the leader 


The husband is four years 


in the family. She interrupts him in a 
superior manner when he tries to give 
some verbal expression to himself. His 
days off are devoted to housecleaning. 
But one feels a sense of stability and 
family unity in the home. Neither par- 
ent adjusts well to urban life, coming 
as both do from rural Ireland. 

W .O'G. The father is a stable man, 
proud, hardworking, and with an in- 
tense loyalty to his family. The mother 
is a slovenly housekeeper and a poor 
home maker. She expresses the senti- 
ment that her husband does not trust 
her. A large portrait of the father’s 
mother hangs in the living room, and to 
this attention is immediately called. 
D.B. The mother did not mention 
the father of her own accord. She re- 
fused to make an appointment for him 
to be seen. The home centers around 
the mother’s parents. The husband 
married into the business and the 
mother refers to everything they have 
as “‘mine”’ though her husband is the 
only member of the family active in 
business. Their place of residence is in- 


—— 


ee 


THE FAMILY FRAME OF OBESE CHILDREN 171 





convenient to the business. This was 
commented upon, and the mother re- 
plied that she “‘thought only of her 
children.”” The mother implies that sex 
relations have ceased. 

H.Pe. 
age and the mother 17 at the marriage. 
He is a small man of 125 pounds, and 
she weighs more than 200 pounds. She is 
the moving force in the family. “He lets 
me have my own way.” He is superin- 
tendent of an apartment house and she 
shoulders equal responsibility with him. 
There appears to be a good personal re- 
lationship between the parents and she 
is coy and retiring 1n his presence. 

StF. The mother offered no coop- 
eration 1n making an appointment for 
her husband. She exaggerates the love 
relationship between them. At one time 
she said: ““My brothers worship my 
husband and they won’t let me say a 
word against him’’—a remark that in- 
dicated some disharmony. They are 
a proud family and have accepted 
many privations rather than turn to re- 
lief. 

FB. The father works at night. He 
has the small, more exposed bedroom 
of the house while the child has the 
large one. The father is Gentile, the 
mother Jewish, and she lives in fear of 
her racial origin becoming known. The 
mother states that she gets her hus- 
band’s positions for him and manages 
all of his affairs, but there is doubt of 
the truth of this. The parents talk well 
together when discussing the child. 
A.Hi. This marriage is a sad and 
bitter story of disharmony from the be- 
ginning, with many periods of separa- 
tion. The union has remained perma- 
nent since the birth of the patient, a 
situation resented by the mother. The 
home life is fraught with friction and 
bitter quarrelling in which both the 
parents and the children participate. 
The mother discusses the most inti- 
mate aspects of sex life with the chil- 
dren. 

HAL. The parents speak with loyal- 
ty and devotion of each other. The 


mother has less education than the 


The father was 30 years of 


o>) 


-) 
7% 


te 


father, and his parents disapproved of 
the marriage. The financial circum- 
stances have been better previously. 
The-mother dislikes the poor neighbor- 
hood in which they now live. But there 
is no reproach against the husband. 
B.F. The mother considers her 
marriage a happy one. She says that 
she always felt more at ease with her 
oldest son than with her husband. She 
always considered herself a cold wom- 
an sexually, but she liked to talk 
about sexual matters with her oldest 
son after he was 16 years old. This son 
was killed in a street accident when 
nearly 17 years old. She developed a 
severe mental depression. Her husband 
treated her with the utmost tenderness 
and consideration during this period. 
AH. The mother describes the 
marriage as a happy one. Her mother 
knew her husband since he was two 
vears old. She has a good education and 
is acapable seamstress. But she refuses 
to work to contribute to the household 
finances, as she feels it is the husband’s 
responsibility to do so. 

H.M. The parents were childhood 
sweethearts and came from farms in 
upper New York. They were born to 
the soil misplaced in New 
York. The mother quotes him often, 


and are 


and there 1S apprehension and Insecur- 
ity when she acts against the father’s 


advice. The impression of a_ stable 
marriage is given. 
M.M. The father works at night 


and sleeps during the day. The home is 
well done, attractive, and comfortable. 
Neither parent at any time cast any re 

flection upon the other. 
F.M. The mother 

marriage as a love match. They had 
known each other for five years pre- 
ceding marriage. There were great dif 

ficulties during the first years of their 
marriage because the husband gambled 
and stayed from home. He 
changed after the patient was born and 
has been a devoted husband and fath- 
er. The mother resents the fact that he 
She tries 
to talk some ambition into the patient 


des« r be S the 


away 


does not earn enough money. 
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by pointing out the poor example of the 


tather 

37. SLID lhe tather is an anxious, ap 
prehensive, insecure man who suftet 
from stomach ulcers. The mother is the 
tronger force in the family. The first 
eight vears of marriage were spent 
the home of the mother’s parents, an 
unsatisfactory and unhappy situation. 

he mother states that she has neve: 
found satistaction in her marriage and 
would never repeat her rdle if she had a 
choice. 

G. OE. The home ts full of dishat 
mony and bitter quarreling. Both par 
ents admit that the marriage wa 
mistake, but there has never been suff 
( tt ¢ il sec ty I them t Ve 
apart 

10,. ¥.2. This is a family of high stand 
al 1 happy relationship. The 
moth perates a small st ind the 
father is a postal emplovee with irreg 
lar hours, but the family all eat t 
gether a every way possible ma 
tain then \ is a unit. The mothe 

" ger person than the tath 

10: Gil he history of the marriage 
t cord. The moth ivs that 

she married on the rebou tta et 
gain promot her posit ind ha 

ve ce regretted her hasty 
She critical t he husbar l, tries 
ypenly to alienate the children, and 
blames all their faults the father 
Added to the emotional incompatibil 
tv is financial dependence and _ ill 
health both parents. The mother is 
Al 
Osese ( 
G B 

Pp Q 

Living child: ta 

ni uding p 

\\ i lumb r fan 

p Fan 

Oldes 

Betw 

Youn 

()n 

Broth 

C 


The father is the 


ay | 
role forced up 


the dominating force. 
finer person and the 
him by his family provokes sympathy. 
AND Ry ACTION TO 


SIZE OF THE FAMIL\ 


rHE ARRIVAL OF THE PATIEN’ 


The families of the obese children 
were conspicuous by their small size 
Fable Ill). The forty families had 
raised eighty-four children; this figure 
includes the patients and two siblings 
had died during 


who adolescence, 


shortly before the study was mad 
cases 11 and 32). The average number 
of children per family was 2.1. This 


figure is slightly higher than that for 
the whole group because fewer families 
child included 
thirty per cent as compared to thirty 

Table | 


This small size of the fam 


with only one were 
five per cent 
lies 1s not 
a characteristic of the general popula 
tion of the clinic. For comparison some 
figures on the size of the tamily of car 
diac children are presented in Table LV. 
The information was obtained from the 
medical records of seventy-one children 
suffering from acute rheumatic endo 
carditis, ranging in age from two to 
thirteen vears. The average number ot 
children in these families was 3.09. The 
patients’ position in the family failed 
to show the preponderance of only chil 
dren. In only fifteen per cent of the 


families of cardiac patients were there 
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no other children as compared to thirty 
per cent in the obese group. In contrast, 
only eight per cent of the obese children 
had both an older and younger sibling 
as compared to twenty four per cent in 
the cardiac group. 

Another conspicuous feature ap- 
peared to be the small number of girls 
in the families of obese boy s. The 22 
boys had only 8 sisters, a factor which 
may be partly explained by the small 
size of the families. It is interesting to 
note that with many of the obese chil- 
dren the sex of the child had been a 
keen disappointment to the parents. 
Nine mothers definitely stated that 
they had wanted a girl in place of a 
boy; others implied it. Only one of the 
nine boys (case 39) had younger sisters, 
and another (case 31) had a younger 
brother. The other boys had remained 
the youngest or only child in the fam- 
ilv, and the mothers continued to voice 
their resentment against the sex of the 
patient, generally without considera- 
tion of their presence. 

In the group of obese girls, only one 
mother (case 1) had considered the sex 
of the child a “shock” to her expecta- 
tions. Another mother ex- 
pressed resentment that one of the boys 
and not his twin sister, our patient, had 
died in infancy. She had considered the 
baby who died the superior child of the 
twins. In two more cases (cases 4 and 


(case 10) 


11) there is some indication that a male 
child would have been more desirable 
to the parents. Several of the mothers 
satisfac 
mothers 


of obese girls expressed their 
tion at having a girl child. The 
justified their preference for girls by 
such statements as: “They are better 
“You them 
nicely,” and “You don’t lose them 
when they 


companions,” can dress 
get married,” expressing 
thus an attitude of considering their 
children a possession to be shown off 
or to be preserved, and not an individ 
ual in its own rights. 


In twelve families the patient was 
the only child. Only one mother (case 
19) wished to have a second child. Two 
of the mothers (cases 8 and 38) had re 
jected the idea of having a child. Both 
mothers had been married for over ten 
vears before 


and each 
stated that she had not recognized the 
pregnancy before she felt life, so foreign 
to them was the concept of mother 
hood. 
Nineteen 


CONCeIVING, 


of the families had 
children. Three of these had preferred 
only one child, but the second child was 
accidentally conceived, in all three in 
stances the patient being the second 
child. Not one of the nineteen mothers 
had wished a third child, and four of 
them admitted induced abortions since 
the birth of the last child. In the three 
families with three children the third 
child had been unwanted; twice the pa 
tient was the third child. In the third 
family 13) the 
wanted child was also markedly obese. 


two 


(case youngest, un 
Only one (case 39) of the six mothers 
who had four or more children failed to 
register resentment against having so 
many children. 

This information concerning the att 
tude towards the arrival of the patient 
was given more or less spontaneously 
when the pregnancy of the patient was 
No direct questions to 
whether or not the patient had been 


discussed. as 
wanted were asked, nor were the un 
conscious reactions of these women to 
motherhood investigated. 

Twelve said that 


mothers frankly 


they had not wanted the patient, and 
only one (case 3) of these expressed a 
real acceptance of the child. Two would 
not consider abortions because of ré 
that 
the pregnancy was not diagnosed until 
after the time had elapsed 


abortion was medically safe. “ 


ligious convictions. Three claimed 


when an 


Can you 
imagine what a stupid doctor I had to 


tell me I was in the change!’ one 
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mother (case 15) exclaimed as almost 
her first remark about the child. Vari 
ous reasons against abortions were 


given by the other mothers. Most of 


them had borne the children in prefer- 
ence to endangering their lives by an 
abortion. 

Three mothers complained that con 
ception took place too soon after mar 
riage and all three felt that the child 
had interfered with marital adjust- 
ment. Neither had a second child, 
though one mother (case 19) expressed 
the desire for another child, and con- 
cern that she did not conceive. 

Six mothers who had felt nd resent- 
ment against the pregnancy expressed 
regret that they had children, and de 
clared if they could repeat their lives, 
they would not again enter into 
motherhood. Many of the other moth- 
ers expressed a similar feeling of dis- 
satisfaction with their lives without so 
clearly verbalizing it. 

In a number of families the patients 
had been wished for or accepted to re- 
place a dead person about whom the 
mother grieved. This was definitely ex- 
pressed in case 6 where the mother was 
haunted by the fear that the first preg- 
nancy, which resulted in miscarriage, 
had been her only chance for mother- 
hood. Similar cases where the patient 
was conceived with the intention “‘to 
make good” for another child that had 
been lost during pregnancy or at birth 
are represented by cases 12, 22, 25, 26, 
and 27. In all these cases the mothers 
blamed themselves and felt responsible 
for having lost their first children, and 
they spoke a good deal of the dead 
babies. In another family (case 1) the 
pregnancy which had been accidental 
became acceptable to the mother in the 
hope for a boy. She wanted to name 
him for her father who had recently 
died and left no namesake. She never 
considered that she might have a girl. 
In two other instances (cases 10 and 


39) another child, in both cases of the 
opposite and desired Sex. died W hile the 
patient was an infant. 

It is worth mentioning in this con- 
nection that two patients of 11 years 
(cases 11 and 32) who were already 
overweight, gained rapidly in weight 
after the death of an older sibling. In 
both instances the child who died had 
been the favorite of the mother. In 
another instance (case 24) the mother 
had denied that there had been any 
obesity among her siblings. Then one 
day she remarked: “John looks just 
like my dead brother, God rest his 
soul.”’ The mother recalled this brother 
who died when he was a small boy as 
having been a very obese child. In an 
other family (case 19) the father had 
had a brother who was markedly obese 
and who had died when young. The 
father, to whom the obesity of his son 
was an additional reason for rejection, 
never mentioned this dead brother, not 
even to his wife. She had heard about 
this brother through an acquaintance 
of her husband’s family. 

In other instances the mother’s re 
action to the pregnancy and the coming 
child had been influenced by such co 
inciding factors as financial reverses 
(case 28), interference with her ambi 
tion (cases IC and 490), disease in the 
family (cases 4 and 37), protest against 
illness and medical advice (case 33) and 
the wish to keep a gambling husband 
at home (case 36). In three more cases 
the wish to give “‘only the best”’ to the 
coming child had made for careful plan- 
ning from an economic point of view 
cases 12, 17 and 34) and there was 
never “enough” for another child. 

Only two mothers (cases 20 and 24) 
stated that they had been happy at the 
prospect of having a child; in them this 
feeling was not marred by apprehensive 
fears, grief, sense of guilt or resentment. 

It may well be that an inquiry into 
the reaction to the pregnancy in a 
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different group of mothers will also ex- 
pose disappointment and resentment 
in many instances. In this group of 
mothers it appears to be significant 
that they later did not adjust to the 
child in an objective manner but con- 
tinued to voice and to be guided by 
their former emotional reactions. This 
persistence of feelings of displeasure 
and animosity in relation to the child 
is in harmony with the previously dis- 
cussed delay of emotional maturity in 
relation to their background and mari- 
tal adjustment. 


ATTITUDE OF 
CHILDREN 


PARENTS TO THE OBESE 


The most conspicuous feature in the 
attitude of the parents to their chil- 
dren, especially to the obese children, 
was inconsistency. Most prominent was 
an overt display of protectiveness. But 
this seeming manifestation of devotion 
and affection was frequently like a thin 
veneer that barely covered the under- 
lying insecurity in relation to the child. 
In some instances flagrant rejection 
and hostility expressed itself in cruel 
beating and inhuman threats which 
were used in disciplining the children. 
The contradictions were more fre- 
quently and distinctly observed in the 
mothers than in the fathers. 

The insignificant position in_ the 
family life to which many of the fathers 
were relegated did not permit them to 
give constructive expression to their 
affection for their children. They fre- 
quently recognized the danger of 
thwarting the development of the chil- 
dren's personality by fostering a close 
dependence. Their personal insecurity 
and the subservient rdle which they 
played in relation to the mother (or 
grandparents), however, counteracted 
any encouragement and reassurance 
which they might have been able to 
otter. In 3 instances (cases 8, 9, and 14) 
the father was not living with his 


family. In one of them (case 14) where 
the father had been dead since the 
child was two years old, the maternal 
grandfather had been stable, kind and 
friendly to the child and had offered to 
her affection and emotional security. 
In 6 other families the occupation of 
the father, or his lack of interest, kept 
him away from the home, and curtailed 
his influence on the development of the 
children. In two cases (cases 4 and 19) 
the fathers openly rejected the chil- 
dren; in two others (cases 15 and 31) 
they were critical of and annoyed by 
the children’s behavior and manner- 
isms. In all other cases they had a 
better rapport with their children and 
expressed their affection more consist- 
ently. But their authority was not 
strong enough to mitigate the influence 
of the mother’s insecurity. In a number 
of cases the greater harmony between 
the father and the child aroused the 
jealousy of the mother; this was frankly 
expressed in case 21. In other instances 
(most oby iously in cases § and 40) the 
mother had succeeded in alienating the 
child from the father. 

As in the mothers the expression of 
affection took, in some fathers, the 
form of indulgence (cases 3, 13, and 38) 
and overprotection (cases 12, 17, and 
27). Only in a few instances were these 
features more marked in the fathers; 
in such cases the mother vainly at 
tempted to counteract his “spoiling” 
(cases 3, 12, 17). In some families the 
father had taken over details of the 
home life generally incumbent upon the 
mother and had given much personal 
care to the children, such as dressing 
and feeding them, and getting up with 
them at night. The number of cases in 
which this was recorded (cases 2, 7, 10, 
24, 25, and 38) is probably incomplete. 
Marked difficulties were encountered in 
eliciting information relating to the 
early life and care of the children; such 
factors were reported and remembered 
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only in cases in which they had been 
unusually marked or had persisted. 

Limited as the influence of the 
fathers was, their devotion and kind 
ness alone appeared to make bearable 
the life of some children (cases 18 and 
27). In general, however, their contri 
bution to the family constellation was 
a negative one. They failed to create a 
sense of stability and to provide firm 
masculine guidance. Their helplessness 
and weakness magnified the import of 
the mothers’ contradictory and tre 
quently intimidating behavior. 

Lack of positive rapport and of trust 
and confidence signified the relation 
ship between the mothers and the chil 
dren. This deficiency stood in striking 
contrast to the close bond of depend 
ence which had been fostered simul 
taneously. The fundamental insecurity 
in the maternal attitude expressed it 
self in profound fear for the safety of 
the children, which seemed to permeate 
all their thoughts and actions. Con 
stant apprehension of injury and death 
of the child seemed to be haunting 
many mothers. Only when the child 
was in their presence did they find 
serenity and peace of mind. The fear 
extended to concern for the physical 


dangers, including the ordinary risks of 


childhood, and for moral hazards. The 
degree to which the mothers suffered 
from the constant dread of possible 
perils varied in individual instances. 
But only a small number failed to 
register it. In the few instances where 
open disregard for the physical and 
moral safety was expressed, marked 
concern had been experienced in the 
past (cases § and 13) and the present 
neglect indicated the growing annoy 


ance over the demands of the children: 
or else it bespoke the persistence of the 


reaction to the pregnancy and delivery 


(case 


irrational basis of their fearful appre 


hension and expressed bitterness for 


. Some mothers recognized the 


harboring such feelings and their in 
ability to combat them. They com 
plained about the constant emotional 
strain which it entailed. They would 
anxiously pace the floor when the chil 
dren were away from home, haunted 
by visions of seeing them injured or 
lost; some were equally irritated by the 
child’s actions and behavior when in 
their presence. 

The morbid concern for the physical 
safety had led to numerous overprotec 
tive measures. Many children were ac 
companied to school at an age when 
other children are trusted on the Street; 
or they were kept at home until the 
school lines had formed. Only a few 
children were allowed to play alone 
outdoors with children in the neighbor 
hood, or to participate in organized 
group activities. Fear of contagious dis 
ease or moral endangerment were also 
quoted as justification for keeping the 
children apart, thus retarding them in 
independent personal and social de 
velopment. Many children who other 
wise were not let alone outside the 
home were allowed to go to the movies 
frequently, sometimes several times a 
week. Most mothers felt that there the 
children were safe from the dangers of 
the street. Not infrequently the chil 
dren developed nightmares and other 
nervous manifestations. Though these 
symptoms were attributed by the par- 
ents to the excitement of the moving 
pictures, they were rarely considered 
as an expression of emotional tension 
and insecurity; only physical safety 
mattered. Equal disregard for the re- 
action and fears of the children showed 
itself in the cases where the children 
were unnecessarily exposed to the sight 
of suffering and illness (cases 1 and 17), 


thus satisfying the mother’s concept of 


her own filial duties. It was the per 
sonal tranquillity and mental calmness 
of the mother that was sought through 
all the overprotective measures. 


he 
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The same attitude was revealed 
the frequent punishments to which the 
children were subjected. Many mothers 
stated that they, and not the fathers, 
administered corporal punishment. 
Many admitted that beating the chil- 
dren represented to them a relief from 
irritation, sometimes with little rela 
tion to the acts of the child, or even 
prompted by the exasperation which 
their exaggerated fears provoked in 
themselves. 

In some instances beating and 
threats were used to provoke an emo 
tional response from the child. One 
mother (case 28) in complaining that 
her son was cold and unresponsive re- 
ported that only recently had she been 
able to make him cry by beating him. 
And she found a certain satisfaction in 
his tears. Other attempts to stimulate 
demonstrative affection were encoun- 
tered in the threats used in disciplining 
yr intimidating the children. The threat 
of desertion by the mother or separa 
tion of the child from his home (such as 
leaving him in the hospital) was fre- 
quently used. The children whose de 
pendence on the mother and home en 
vironment had been so overcultivated 
were thrown into panics by such 
threats. Their hysterical clinging to the 
mother and pleas not to leave them 
alone were AP ccontor as genuine attec 
tion by the mother. 

The mothers’ need of expressing and 
receiving affection was another power- 
ful motive in the relation to their chil 
dren. However, this need for affection 
did not manifest itself as the free flow- 
ing warmth and tenderness of genuine 
love and fondness. It appeared as the 
anxious demand of receiving from their 
children the affection which, they felt, 
had been denied to them in their child- 
hood, and which they failed to find in 
their marital relationship. The desire to 
keep the child’s love stimulated further 
measures of overprotection and solici- 


tude. The fear for the physical safety 
was mingled with the fear of losing the 
child’s affection and loyalty to an out 
side world, in which the mother herself 
had not been able to find a secure place. 
In this sense the growth and matura 
tion of the children represented a dan 
ger which had to be warded off as it 
removed the basis of a relationship 
which gratified these rege of the 
mothers. By keeping the children in 
close personal contact, . ministering 
to their wants and wishes, and by not 
permitting them to develop personal 
independence and to establish satisfy 
ing relations with other people they 
childre 


the need for their continued attention 


constantly recreated in the 


and affection, and thus justified their 
indulgence and overconcern. 

Other mothers had the urge to com 
pensate the child tor their own “‘mean 
ness, or to make good for previous 
neglect, or their wish of not bearing the 

child. They fre« 


1 1} 
they were responsible for some un 


juently recognized that 


desirable habits, or they were aware of 
the handicap which interference with 
the normal social development entailed 
for the children. The only way open to 
them of pacifying the children’s in 
creasing demands and of alleviating 
their own feelings of guilt was the 
presentation of more signs of devotion. 
“Giving love’’ meant the offering of 
concrete gifts such as for rd and Services, 
rather than a genuine interest in the 
child’s welfare. Thus they created for 
the child an environment of primitive 
luxury comparable to the dream of the 
perfect life described in the fairy tale 
of the “‘Schlarattenland”: the land of 
effortless living and abundance, and of 
perpetual idleness and gourmandizing 
The overt expression of this attitude 
manifested itself in the personal ser 
ices which the mothers rendered to 
their children, and the _ excessive 


amounts of food which they served or 
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forced upon them. They continued to 
tend to the physical wants of the child 
as in infancy. Apparently, they gave 
the children the things of which the 
parents themselves felt deprived. The 
majority of the girls, and all boys ex- 
cept two, were still helped with their 
dressing. Only one child was below 
school age, and he was not being 
trained for self-care. They defended 
their actions with the excuse that the 
children must be in school on time. 
Lack of punctuality and of neat ap- 
pearance would reflect unfavorably 
upon them, and would indicate that 
they neglected their duties as mothers. 
Many continued to bathe their chil- 
dren, often against loud protest from 
the adolescent boys. Elaborate means 
of protecting the genitals from exposure 
were devised in preference to trusting 
the boys to take a bath unaided. Some 
mothers continued to check on every 
bowel movement, or they awakened 
the children at night to send them to 
the toilet, feeling that control of the 
child’s bladder function was their re- 
sponsibility. Forty per cent of the chil- 
dren had been persistently enuretic, 
and the mothers objected to the advice 
of leaving the responsibility to the pa- 
tients. 

The prolonged infantilization had 
evolved in most instances as a simple 
continuation of habits established in 
babyhood; in a few instances sickness 
of the child appeared to have been a 
conditioning factor. Terms like “‘al- 
ways’ or “ever since a baby”’ were fre- 
quently used to explain why a mother 
continued to perform the simplest tasks 
of personal care without giving the 
child a chance to develop self-reliance 
and skill relevant to his years. 

A vivid illustration of the persistence 
of old practices was found in the feed- 
ing habits. The findings have been pre- 
sented in the article on the food intake 
(7} and will not be repeated in detail. 


Some older children still received 
mashed food or were spoon fed. Bottle 
feeding had been continued beyond the 
first year of life in thirty-eight per cent. 
Quite often it had been discontinued 
only when the children had refused the 
bottle. In 5 instances (cases 4, 10, 21, 
36, and 40) it had been prolonged be- 
yond the fourth year. Breast feeding, 
on the other hand, had been inadequate 
(no nursing or less than six weeks) in 
thirty-one per cent. Most children in 
whom bottle feeding was extensive had 
been inadequately nursed. Only two 
patients (cases 18 and 27) had been 
breast fed until 2 years of age. In these 
cases, though the mothers rejected the 
ways of the “old folks,” it seemed to 
represent an adherence to national cus- 
toms. The two patients were probably 
the most flagrantly abused children of 
the whole groups; at the same time they 
exhibited the most severe degree of 
obesity. The combination of inade- 
quate breast feeding and _ prolonged 
bottle feeding may be likened to the 
other discrepancies in the attitude of 
the mothers. It is as if the desire to 
satisfy the infant with abundant nour- 
ishment had been impeded or exagger- 
ated by the mother’s reluctance to gi\ e 
something of herself. 

The composition of the meals repre- 


sented another form of perpetuation of 


infantile preferences. The mothers con- 
tinued to prepare food which, they 
knew, the children would like and eat 
in large amounts. They would not dare 
to offer unfamiliar food, thus running 
the risk of having the children refuse 
to eat. The urge to stuff the children, 
and distress over any refusal to eat the 
sometimes enormous amounts were ob- 
served with great regularity. This fac- 
tor will not be mentioned in each case 
history. It would involve a monotonous 
repetition of similar statements; only a 
few instances have been recorded as 
illustrative of the prevailing tendency. 
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A short note reflecting the importance 
of the attitude towards food in relation 
to treatment will be given in the ab- 
stracts of the following section. Com- 
mon to all cases was the high emotional 
value with which offering and receiving 
of food was endowed. \t was of outstand- 
ing significance as a balancing factor in 
the precarious emotional relationship 
between mother and child. 

In one respect the prolongation of 
infantile care was indicative of the 
mother’s wish to keep the children 
small and dependent in the attempt to 
secure their continued love and affec- 
tion. However, it contained at the same 
time an element of mistrust and depre- 
cation. By considering the child in- 
capable of self-care the emphasis grad- 
ually shifted from the attitude of a free 
offering of devotion to that of an en- 
forced sacrifice. In most cases both as- 
pects could be observed side by side, 
sometimes in the same actions. There 
was increasing resentment against the 
contributions as the child grew older. 
This change in the attitude was indi- 
cated in the different reactions ex- 
pressed by the mothers at different ages 
of the children. 

In consequence of all the measures 
to retain the children under their per- 
sonal custody and supervision, great 
demands were made upon the mothers. 
Though self imposed, the extra work 
Was resented as an unescapable burden; 
complaints against the situation be- 
came more bitter and violent with in- 
creasing age and size of the children, 
whose very appearance belied the ef- 
forts to keep them small and depend- 
ent. The children were condemned and 
punished for shortcomings and traits 
which had developed in reaction to 
their rearing and lack of training. The 
mothers bewailed their ruined careers 
and broken health, responsibility for 
which was blamed upon the children, 
sometimes even traced back to the 


suffering during pregnancy and de- 
livery. Many mothers felt that they 
had not received the expected reward 
for all.their sacrifices. The increasing 
disappointment and self-pity expressed 
itself in merciless beating, constant 
nagging and criticism. Only one mother 
of an older child (case 26) failed to re- 
proach him for his persistent depend- 
ence. She had not quite overcome the 
shock that babies are not dolls, and 
rather resented the fact that Nature 
did not create children even more pas- 
sive than her boy. She complained: 
“That | would ever have to get up 
at night with a sick child I never 
thought,” and sickness and other de- 
mands of life were considered mis 
fortunes, of which they both were the 
victims. 

It stands to reason that the particu- 
lar response of the children contributed 
to provoking the mothers’ reactions. 
On the other hand, a similar ambiv- 
alence had been revealed in their atti- 
tude towards their own background 
and parents. That some mothers were 
capable of a more satisfactory adjust- 
ment was expressed in the greater 
harmony and security in relation to 
another child. 

The investigation of the attitude of 
siblings was not intensive enough to 
warrant a detailed discussion. Twenty- 
eight patients had one or more siblings. 
In 14 instances even the superficial in 
formation revealed obvious differences 
in the parental attitude. Only 4 times 
(cases §, 26, 39, and 40) was preference 
for the obese child observed. In the 
other ten families the patients had been 
rejected for various reasons. In some 
instances (cases 4, 7, 15, 27, and 30) it 
appeared that the antepartum attitude 
of the mother had persistently deter- 
mined the treatment accorded the 
child. In other instances the patient's 
failure to fulfill the expectations of the 
mother seemed to have contributed to 








180 HILDE BRUCH 


AND GRACE 


rOURAINE 





her preferring another more brilliant 
child (cases 11, 16, 30, and 30). 

In contrast to the close dependence 
which they had fostered, many mothers 
entertained great ambition for the so- 
cial success of their children. They were 
bitterly disappointed and considered it 
an insult to their pride that their chil- 
dren were frequently shy and retiring 
and unable to excel, or even compete in 
athletics and other activities. Endless 


were the complaints about the lack of 


grace and skill, about the cowardice 
and helplessness of their offspring, fre- 
quently intermingled with statements 
of how they had guarded their children. 
Rare indeed were remarks which indi- 
cated that the mothers looked upon the 
shortcomings as problems which con- 
cerned the children themselves, and for 
which they needed constructive help 
instead of further discouragement and 
condemnation. 

The manifold expressions in which 
the conflicting attitude of the mothers 
manifested itself created an environ- 
ment of emotional confusion and in- 
security which might be hidden below 
the overt demonstration of indulgence 
and overprotection. The fundamental 
need of each child of being loved: and 
accepted as an individual in his own 
right, and of growing and developing 
at his own rate was frustrated and 
called for special safety devices. 

I, Z.F. Age, § yrs. “We were crazy 
about her,” and the whole family treat- 
ed the baby like a doll. The child was 
active and alert when younger. “She 
was perfect,’ and the mother enjoyed 
showing her off. In recent years, after 
some “fright,” the child changed, and 
has become and dull. The 
mother describes the child’s relation to 
her father as one of great tenderness 
and affection. “She could sit by the 
hour and hug him.” The mother exag- 
gerates the child’s need for her protec- 


“nervous” 


tion and constant presence. She says 
that the girl would not say a word, nor 


te 


PP) 


would she stay in a room without hold- 
ing her hand. Actual observation does 
not bear out these statements. The 
child is not given any opportunity for 
self-dependence, and the mother con- 
tinues to dress her and take care of all 
her personal needs. 

In spite of this overt display of at- 
tachment and maternal concern, the 
mother ignores the child’s fears and 
continuously exposes her to situations 
where anxiety is stimulated. She takes 
her daily to her own mother who has 
dramatic heart attacks, so that the 
child may witness the grandmother’s 
death. 

There are two older girlsin the family. 
The mother avoids talking about them. 
H.W, Age, 6 yrs.,6 mos. The father 
has given the child much personal care 
when she was a baby, such as baths, 
and getting up with her at night. The 
mother condemns the child for the 
same features which she herself had as a 
little girl but recreates in the child her 
own unhappy childhood. “She ts lazy,” 
“She has no friends,” “I deat her so 
hard and then my heart is heavy all 
day,” are remarks which she makes 
without regard for the presence of the 
child. “I get depressed and unhappy 
and can’t help how I treat her.” The 
mother dresses her and takes care of all 
personal details. Blame is turned upon 
the child for her lack of independent 
care, and the mother complains of the 
burden. She suffers from extreme fear 
for the child’s physical safety. She is 
miserable both when the child is in her 
presence and when she is out of her 
sight. Any direct treatment for this 
child, such as exercises, is an added 
source of tension. 

B.T. Age, 8 yrs. The father is in- 
dulgent and thinks only of the pleasure 
he finds in giving to the child rather 
than of any consideration for the good 
of the girl. “I know what it is like to 
crave sweets and not be able to get 
them.” The girl is antagonistic and de- 
fiant towards the mother, who blames 
her for her size and for her refusal to co- 
operate with treatment. “I used to tell 


I 


es 
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va 


her we were going to her aunt’s house 
when we went to the clinic, and when 
we got there she couldn’t do anything 
about It, but now she ts too big to be 
fooled.”” Both the child and her older 
brother are independent in self-care 
and in their social contacts. The moth- 
er has not given this child any share in 
the duties of the household, and is not 
willing to accept this suggestion. 

F.P. Age, 8 yrs., 3 mos. The child 
has always been considered a nuisance 
by both parents. The father has been 
ill since before her birth, and other 
members of the family say that they 
try to keep her out of his presence as 
much as possible as she upsets and dis- 
turbs him. The mother beats the child 
cruelly and the other children complain 
against her treatment of the child, 
though they too complain against her. 
When the child was younger the family 
spoiled and pampered her. She was bot- 
tle-fed until §$ years of age, and was 
dressed until recently. At present, the 
mother expresses only criticism and 
blame for the child. She has no control 
over her and this again is blamed upon 
the child. They send her to camp dur- 
ing the summer with the idea of being 
rid of her, but nevertheless with real 
benefit to the child. 

The patient still sleeps with the 
mother, despite the mother’s objec- 
tions and complaints. There is ex- 
pressed little fear of physical safety. 
“If she is out of my sight I am thank- 
ful.”” The mother is dissatisfied with all 
of her children, with the demands which 
they make upon her, and the responsi- 
bilities which have hindered her per- 
sonal development. 

The mother 
is trying to develop an exclusive com- 
panionship with the girl, which shuts 
out the father from the lives of both. 
The mother is overburdened with her 
responsibilities but she will do nothing 
to lighten them. She emphasizes her life 
as a sacrifice to her children, but fol- 
lows this with complaints that she can- 
not take her children for necessary 


E.B. Age, 8 yrs., 4 mos. 


medical treatment because she must 


think first of her own health. 

The girl is dependent in that she is 
given no opportunity to develop a life 
of her own, friends, interests, play. She 
is allowed to go to school alone because 
the mother must consider her own 
health above the child’s safety. But she 
is given responsibilities at home beyond 
her years, especially in the care of the 
baby brother. “I live only until my 
children grow up and I can be free,”’ re- 
marks the mother, but the dependence 
is being so ingrained in the children 
that her moment of release will never 
come. 

Th.Sk. Age, 8 yrs., 6 mos. The 
mother reveals little of the family life, 
and the father was not seen. 

The children are given independence 

and responsibility. Concern'ng disci- 
pline she says: “It is no good I beat her 
all the time to make her eat the right 
things.’’ No exaggerated concern over 
physical danger was expressed. Friends 
are encouraged and are given freedom 
in the home. 
The father 
gets up at night with the children, and 
does many such tasks for them which 
are usually incumbent upon the moth- 
er. 

The mother is detached when she 
talks of the patient, and has an almost 
abnormal objectivity. The child is not 
overprotected, and is allowed to play 
with other children. The mother’s con- 
cern is for the older daughter and she 
says that she is rarely concerned with 
the safety of the patient. It is of moral 
hazards that she is afraid, but she will 
never tell her daughters anything 
about sex, even for their protection. 
She thinks that a girl must learn such 
things only from her husband. 

The patient has an older brother and 
sister, and a younger sister. The mother 
wanted the two older children and 
takes pride in them. She feels that the 
two younger ones are so devoted to 
each other that they do not need more 
affection from her. The youngest was ill 


A.T. Age, 8 yrs., 6 mos. 


when a call was made to the home, and 
when the patient came in for lunch 








HILDE BRUCH AND GRACE TOU RAINE 





there was no greeting of any kind be- 
tween the two. 

1.Sch. The patient has 
been told that her father is dead. “She 
is all, my whole life,” 


Age, 9 yrs. 


the mother dra- 
matically declares, and then immedi- 
ately relates how the child has w recked 
her life, her career, her marriage, and 
has made a poor woman of her, depend- 
ent upon charity. “I am so sick and 


i me all the 


tired of having her arounc 
time I could jump out of the window. 
I feel guilty when I say that, but | 
The mother com- 
ll health 
ts the attention given to the 


don’t neglect her.” 
plains continually of her own 
and resen 
indeed, the need tor the at- 
tention. The mother still dresses the 


child, and 


girl, blames the child for her laziness, 
but seeks credit for herself for so well 
carrying out her maternal duties. 

K.F. Age, 9 yrs., 6 mos. The pa- 
tient has not seen her father for seven 
years. Between the mother and the two 
children there seemed to be a natural 
and positive relationship, but the chil- 
dren see little of the mother, and are 
lett in the care of an elderly great aunt 
and uncle who are busy running a large 
rooming house. The aunt is an anxious, 
apprehensive person, and is too keenly 
aware of her responsibilities to the chil- 
dren. “It isn’t as if they were my own.” 
lhe children have been trained early 
to take personal physical care of them- 
selves. They play outside much of the 
time with definite boundary restric 

tions, but with adequate leeway. 

D.Ko. Age, 11 yrs., 6 mos. lhe 
tather wanted a large family in opposi- 
tion to the mother, and he has assumed 
much care of the children. “I never 
knew there was a baby in the house 
when he was at home.”’ The mother is 
annoyed by the girl, who is a slow mov- 
ing child, lacking her own 
There is 


vitality. 
a deep antagonism between 
the mother and the daughter, and the 
mother freely 


admits her resentment 


against having the child. The mother 


still dresses the girl. She clothes her In 
silks and satins, thus setting her apart 
from her fellows. She is apprehensive 


about the girl, her social contacts, her 
later sex adjustment and moral haz- 
ards. While the child’s presence in the 
house all the time leads to friction, the 
mother is equally tense when she is 
playing outside. 

There are two older brothers and one 
younger brother. Between the boys and 
the mother there seems to be a vigorous 
and healthy relationship. 
L.S. Age, 11 yrs., 6 mos. Both par- 
ents are greatly interested in the edu 
cation of their girls. The father spends 
much time with them and encourages 
their cultural mother 
“| did everything possible to 
make them people 


interests. The 
States: 
to have them go 
to college.” The child next to our pa 
tient, seven years her senior, was the 
only slender and good looking one, and 
the most intelligent of the four girls. 
She died of rheumatic heart disease at 
the age of 18 (a year before the patient 
was seen). During the long illness of the 
sister and after her death the patient 
found little attention. “ 
Laura. Suddenly she got big during 


a 


| did not notice 


that time.”’ She compares unfavorably 
with this brilliant girl. Remarks like 
‘She is not alert’’—‘‘She is slow in her 
thinking” are given as description of 
t intention of be- 
littling the patient. As the youngest in 


the family ‘“‘she was used to four other 


the difference without 


women waiting on her.” 

The older sisters are even more con 
about her than the mother. 
They are ambitious for her and feel in 
sulted that she does not progress fast 


cerned 


enough in school. The patient was al 
ways bigger than other children. “‘Girls 
of her age are mean to her. We used to 
make her nice and arrange things that 
she had friends.”” The sisters continue 
to take care of her clothes and to give 
her a bath. 

The mother has always been afraid 
of moral hazards and kept her girls in 
fear of what men might do to them. As 
a consequence the patient refuses to 
play on the street. The mother says 
that now she begins to believe that too 
much virtue 1s not good for a child. 
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12. 4.C. Age, 11 vrs., 6 mos. The pa- 


tient grew up as the only child in a 
large circle of adults, all of whom took 
a protective interest in the child. The 
older sister of the mother lived in the 
household, and “‘was like a mother to 
her.”” She was pleased that the child 
stayed at home so much and did not 


says that she would like to see her get 
into enough trouble so that she will be 
sent away by the courts. 

Any active treatment is an added 
source of friction between the mother 
and the child. More than in any other 
case has denial of food and refusal to 
follow the diet been used as a tool in 


: want to play in the street. The mother the bitter battle between mother and 

hoped that “she wants to run when daughter. 

- she is going to be 13” and was not The patient has two younger sisters. 
; concerned about lack of social contacts The older of these makes a show of het 
s until recently. The father continues to good qualities, and ingratiates herself 
S “walk with her to school though she with her mother. The mother shows her 
r could go by herself.’” The child is more preference by stuffing this child with 
O responsive to the father, who is satisfied cake and ice cream which are denied 
O with her as she is. The mother wants to the patient, and who in turn hates 

her to be different. She nags the child, this sister and would like to kill her. 

e and tries to force her to more activity he younger sister is four years old. 
| and interests, without success. She is equally as obese as the patient 
: L.C. Age, 12 years., 1 mo. The ma- and the mother has as little affection 
t ternal grandparents had recently come for and control over her. 

t over from Europe and were staying In D.Ka. Age, 12 vrs., 6 mos. The 
e the family when the patient was born. father died when the patient was two 
it She was the first surviving child, and vears old. The mother and her two 
e grandchild, and was spoiled by every- children, a boy then six vears old, re- 
ig one. From this period of “spoiling” the turned to the home of the maternal 
y relationship has changed to that of grandparents. The grandfather died 
ce open and loudly expressed hostility. three years ago. He was kind to the 
r The father’s occupation keeps him patient and treated her with under 
vf away and he sees little of the children. standing. The grandmother is a true 
e- He gives in to their demands—*‘Don’t matriarch, domineering and demand- 
In vou see she wants to be fat’’—and gets ing, with Old World standards, and no 
el along fairly well with them. “‘I don’t knowledge of English. She is overcau 

know why they should like the father tious of the patient, and objects to 
n- better than me. They don’t see him a any liberties such as going to the 
of. lot.”” In his time off he stays at home movies or playing outside. The phys 
n- to be with the children. “‘He does not ical overdevelopment of the girl and 
st even go to the movies.” the immature mentality justify this 
il- The mother nags, threatens, and be- protection to some extent. Several 
rls littles the patient. She often resorts to aunts live in the same apartment house 
to beating her, but the girl does not re- and there is close intercourse betwee 
at spond to her methods of discipline. The members of the family. Some relative 
ue mother never says a kind word for this is constantly velling at the girl, and 
ve child, except to relate that her fat, there seems to be no central authority 

rosy-cheeked baby had been the envy to which the child can respond in cor 
uid of her neighbors. She wants her chil- fidence and find security. 

n dren to have nice figures now so that The mother works long hours out 
\s they will be more acceptable and will side the home and in addition she does 
to get married. “If she stays like that I more than her share of work in the 
LVS will have her on my hands the rest of home. The patient has tried to help 
FOO my life.”” The girl has not been too care- her mother in the household, but with 


fully guarded lately. In fact the mother 


out recognition. “Of course I have to 
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16, 


do everything over again.”” The mother 
says that she realizes that nothing will 
happen to the child when she ts under 
the grandmother’s care, and this ts 
important to her when she is away 
from home all day. But she also recog- 
nizes that the child suffers from sup- 
pression of freedom. 

M.H. Age, 12 years., 6 mos. The 
father regards himself as a_ philo- 
sophical person and would accept the 
difficulties of the children with a shrug 
of the shoulders. “All children have 
fears and nightmares,” referring back 
to his own childhood. He is annoyed 
by the patient’s numerous symptoms, 
all of. which he relates to her greedy 
eating. 

The mother has kept the child 
closely dependent and did not foster 
in her a sense of responsibility towards 
self-care or towards the family. The 
migrainous headaches and vomiting 
arouse the mother’s sympathy. She 
states that she had “the same’’ com- 
plaints when she was younger. Lately 
she has been annoyed by the child’s 
dependence, as she wishes to feel free 
to move about without having a crying 
baby to leave at home and possibly a 
sick one to return to. 

The patient has an older sister and 
a brother. The recent engagement of 
the sister to a wealthy and talented 
boy has so pleased the mother that 
the patient has been given less atten* 
tion than previously. 

7. Age, ‘3 mos. The 
father comes homes late and sees little 
of the children. He takes an interest in 
their educational progress and is proud 
of the gC 0d school work of his daughter. 

The mother complains that the pa- 
tient is fresh to her, is lazy, does not 
help at home, and does not clean her 
room or fix her clothes. “‘I must do all 
for her.”” The mother has almost no 
rapport with her daughter and observes 
with apprehensive amazement her 
striving for independent development. 


yrs., 8 


There is a boy four years the senior 
of the patient. The mother’s eyes 
sparkle with pride as she talks of “‘mine 


nice boy” who tells her everything, 
helps her with the housework, and goes 
out to do the shopping for her. 

E.C. Age, 14 yrs. 
much conflict parents 
over the rearing of the child. The father 
is strict and even now refuses to let 


There tas been 
between the 


her go out with other girls after supper. 
He is apprehensive of moral dangers to 
the girl. 

The mother has recently changed 
her way of handling the child and has 
encouraged more social contacts. She 
realizes now that it was a mistake to 
have only one child, and that “she 
missed something by being alone.”’ The 
girl is bashful and does not show much 
affection. “She has a little inner life of 
her own we do not look into.” The 
mother respects this, but feels easily 
“shut out.” 

The maternal grandmother was men- 

tally sick and was in an institution.” 
The mother went every week to visit 
her and took the patient with her, 
though the child disliked being in the 
company of the old woman even for 
a short visit. The mother felt that it 
was her duty to take the only grand- 
child to her mother, and forced her to 
go. The grandmother died when the 
patient was nine years old. 
I.V. Age, 15 yrs., 4 mos. The 
father has a real devotion to his 
daughter. While he is hurt by the 
mother’s cruelty to the girl, he is in- 
effectual to do anything about it. He 
was alcoholic for a time, but once he 
came home drunk and gave the child 
a severe fright, and from that day he 
gave up alcohol. 

The mother works, and at present all 
the home responsibilities fall upon the 
patient. The girl is blamed and con- 
demned by her mother for her best 
efforts. The mother goes into h ysterical 
panics when her daughter is away 
from home with fear that some physical 
harm has come to her. This has always 
been true and the mother bitterly re- 
sents her inability to throw off this 
feeling, and the inconvenience and 
money it has often cost her to see the 


hw 


al 


iS 
nd 
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girl. And then she is enraged against 
the child that something hasn’t hap- 
pened to her, and thereby given the 
mother relief from her burdens. The 
mother expresses exaggerated fears for 
the girl’s moral safety. “If she ever 
goes wrong, then I would turn against 
her.” 

H.D. Age, 3 yrs., 8 mos. The 
father resented having this child, 
blamed the mother for his obesity, 
and gave him little attention. Through 
the advice of the clinic he has taken 
some interest and has entered into 
active play with his son, and this has 
been of benefit both to the child and 
to the home environment. When an 
appointment with the father was being 
arranged the child suggested that one 
should not go out with his father be- 
cause “he might hit you.” 

The mother is insecure with the 
child, who has frequent temper tan- 
trums emulating the father’s behavior 
towards the mother, kicking and hit- 
ting her. She displays a real fear of 
him and consequently gives in to his 
demands. She will sit for hours on his 
bedside holding his hand when he cries 
for her during the night. Also the rela- 
tion with the child is influenced by her 
need of approval from her husband 
and sisters. She was advised that 
nursery school would be helpful for 
the aggressive child who had no ade- 
quate facilities to use his drive con- 
structively. She appreciated the advice 
but would not consider it. ‘“What 
would my sisters think if I couldn’t 
take care of one child myself?” 

The child is young and still requires 
supervision and help. But he is not be- 
ing trained for self-dependence though 
he has a strong drive to do things for 
himself. 

H.B. Age, 6 yrs. The household is 
dominated by the paternal grand- 
mother and arrangements are made 
according to her needs and wishes, 
and not as indicated by the well-being 
of the children. She is annoyed by the 
patient’s restlessness and constantly 
nags and corrects him. But she gives 


in to his demands—‘‘it makes her 
happy to see him eat’”’—and she is the 
only person to whom the boy shows 
any affection. 

The father takes evening courses 
and sees the children only during the 
weekend. He is concerned about the 
patient’s restlessness and mannerisms, 
but feels that he has been improving 
lately. He is the only one who can man- 
age the child successfully. The father 
is unusually objective and detached 
when talking of the boy. 

The mother has always been greatly 
devoted to the child. He was seriously 
sick when six weeks old, and it was 
feared that he might not live. She feels 
that this may have caused her to take 
even more trouble with him, especially 
to overfeed him. She continues to dress 
him and to give him all personal care 
and she takes him up every night to 
prevent bed wetting. After the age of 
three the child, who had been normal 
and active, changed suddenly, suffered 
from fears, lost the coordination of 
speech, and became generally restless. 
Both parents speak of a “‘shock,” but 
are at a loss to explain what happened 
to the child. The mother has been 
afraid to let him on the street alone to 
play, because of his aggressiveness to- 
wards other children. At the same time 
she fears that the other children may 
hurt him, and that she has to keep 
close watch over him. 

The patient has a brother three and 
a half years younger. When this child 
was a baby the mother would not dare 
to leave them in the room together for 
fear of what Herbert might do to him. 
Now the younger child takes advantage 
of the “good heartedness” of the older 
brother, who gives in to all his de- 
mands. There appears to be no prefer- 
ence in the attitude of the parents 
towards their two children, though the 
older one, the patient, makes the 
greater demands for attention. 

L.B. Age, 6 yrs., 8 mos. Between 
the boy and the father there appears 
to be affection and confidence. In dis- 
cussing the boy the father is direct, 
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frank, and expresses the sentiment that 
a child must be left alone to find his 
own way. Yet he recognizes limitations 
which must be accepted to insure the 
of the child. But the fathe: 
does not play a determining role in the 
family, for the mother will tolerate no 
advice or interference from anyone on 
the handling of the boy. 


Safety 


The mother is jealous of the father- 
son relation. Also she expresses jeal 
ousy of the high regard in which the 
boy holds his teacher. She meets this 
bv over-doing for him as if she made 
an effort to buy his love. She wants 
his love, and feels that she must give 
and . food 
overprotection are her gifts. She would 
not want to hold him to a strict diet, 
for she could not bring herself to deny 
him food. 


something to win it, and 


She complains that he is a coward and 
unable to defend himself and that he 
s not like other children of his age. 
Yet her need is to have him remain 
dependent, the only basis she knows 
to secure her relationship to him and 
she complains against his development 
and transition from a baby to a boy. 
She openly expresses her regret that 
he was not born a girl. 
7F.Sch. Age, 8 


reported as 


The father is 
t infinite patience 
with the children. He also is slow 
speech and movements. He does their 
school work with them, teaches them 
music, and makes such c« 


Yrs. 


having 


ntributions 
~ ] ] 

as he can to their personal development 

and enrichment. 

[he mother complains that she is 
‘“‘too nervous” to enjoy her children. 
lhe father takes over the care of the 
children when he 


mother 


is at home, and the 
n uses what slender funds they 
have for recreation to go out “‘and give 
me a little relief.”” The older child, our 
patient, the mother 
by his mere presence. But she has so 
him to fear that he 
outside the apartment. 
When the boy was eight years old he 
was sent to camp for a few weeks to 
give the mother a vacation. She was so 


creates tension 1n 


t 


conditi yned 


rarely 


vyoes 


disturbed suffering from visions of him 
as dead, wounded, or lost in the woods, 
that she his 
absence. The mother attempts to dis 
cipline the children through beating 
and threats to them, mainly of deser 
tion, or leaving them at the hospital. 
Any advised for 
this child, such as muscular exercises, 
added source of tension. The 
mother leaves the child no independ 
ence to carry out directions for himse It. 
lhe patient has a brother of 


He 


brother and plays outside with other 


found no relaxation in 


active treatmen 


IS an 


foul 
vears. is more self-reliant than his 
children much of the day. “If he were 
like Jackie, hanging around me all the 
time, | would just completely lose my 
mind.” 


L.R. Age, 8 vyrs., 2 mos. The 
father takes little interest in the child, 
but displays the attitude that he is 
something that the mother wanted. 


He does reserve the right to Criticize 
and blame the mother f 
ot the child. 


r her handling 


The mother wanted the child to be 
a girl. “‘A girl stays close to vou.” At 
present she is much disturbed that her 
child develops “‘like a girl.’’ She feels 
that he lacks 
ness and his play 


mascul ne aggressive 


is quiet and without 
is unable 
and to find 
tor himself with the boys on 
The mother is 


drive. She complains that he 
to defend himself a place 
the Street 
contused by the child, 
and appears tired and worn when she 


speaks of him. He has little freedom in 


the house for fear he will mar the 
possessions. “‘He goes around touching 
things just to spite me,” the mother 


complains. She relates that she has t 
do everything for him, dress him, feed 
him, take him back and forth to school. 
F.0'C. ill The 
father is tender and gentle with the 
and them much 
that usually falls upon 
takes them 
satisfaction 


Age, 8 yrs mos. 


j 


children gives care 
a mother. H 
trips and finds r 


in his association 


] 
1ds real 


with the 
children. He was overcautious w ith the 
patient after but co- 


operated with the clinic, and tries now 


on 


an operation, 
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val 


in every way to encourage the boy in 
active play with other boys. 

The mother says that she often feels 
that she is mean to her children when 
she is “‘nervous’, but that she cannot 
help this. She overprotects her chil- 
dren, and wards off growth and inde- 
pendence. The patient is still dressed 
by his parents, and they refer to him 
as the “‘little fellow.”’ The boy is for- 
bidden to fight with other children. His 
mother emphasizes his goodness, his 
love and attection for her, and above 
all his innocence and purity. 

The patient has one sister, two years 
his junior. The two have a normal basis 
of congeniality. The mother was ad- 
vised that she must extend to this girl 
more freedom and opportunity for 1n- 
dependent development. “And I never 
knew I was that way with her.” The 
mother is insecure with her children, 
and when she relates something about 
them she will often add: ““You can ask 
my neighbor.” 

W OG. yrs., IO mos. The 
father has an almost exaggerated inter- 


Age, 8 yrs 


est in the details of the development 
of his children. He feels himself ex- 
cluded from the life of the patient, his 
oldest son, and finds no emotional re- 
sponse from him. He is seeking a basis 
of comradeship and gives much time 
and effort to the patient. But he also 
shares his wife’s suspicions of the boy. 

The mother gave much attention to 
the child when he was a baby. She 
fed him every time he cried, fearful 
that he would disturb the neighbors. 
‘“T ruined his stomach.” When describ- 
ing her handling of him for his aggres- 
sion towards his younger brother, she 
remarks uneasily: “I broke the heart 
in that child.” She complains of the 
strangeness of the boy. She is suspicious 
of him and searches his pockets every 
night. He likes to carry matches and 
she fears that he will maliciously burn 
down the house. It worries her that he 
stays too much in the house. But if he 
stops for a while on the way home from 
school to play , or comes from the wrong 
direction, the mother, watching from 


the window, upbraids him and de 
mands an explanation. 

Because he is a reliable child he is 
often entrusted with the care of the 
younger children, and assumes re- 
sponsibility. The mother expects his 
help with the housework and lets him 
do much of the shopping for her. When 
he is carrying out the wishes of the 
parents they appear to trust him fully, 
but when he seeks some life of his 
own, they feel that he is not to be 
trusted. 

There are three younger boys in the 
family. The next brother is an active 
and affectionate child and the declared 
favorite of the father who calls him 
“Lightning.” The third child is crippled 
and mentally defective and the young- 


est is still an infant, both needing much 


attention and supervision from the 
parents. 
D.B. Age, I vears. The father 


plays an insignificant rdle 
the family. 


n the life of 
The mother would make 
no gesture towards obtaining any c 
operation from the father. 

The mother said that her concept of 
a baby was that of a doll. And she still 
acts like a little girl as she dresses this 
huge boy, and stands back to admire 
the perfection of her work. “I 
babies, not exactly that I hate 
children.” 


love 
( Ider 
She has promised the pa 
tient that when he is 12 vears old he 
may take a bath alone. She fears that 
he will fall but would not consider the 
advice of placing a rubber mat in the 
bath tub. Over her hangs the appre 
hension of death for the patient. She 
still walks with him to school and holds 
his hand as one holds a baby learning 


to walk. 


play 


The boy is not allowed to 
in the park or associate with 
other children. But when she considers 
their future she remarks: “My childrer 
must choose their own lives, | would 
never think of 

Her 


threaten to go awav and never retur 


interfering with that.” 
method of discipline is to 
She sees only affection in the desperate 
clinging to her of the boy, begging her 
not to go. She portrays him as a per- 
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frank, and expresses the sentiment that 
a child must be left alone to find his 
own way. Yet he recognizes limitations 
which must be accepted to insure the 
safety of the child. But the father 
does not play a determining role in the 
family, for the mother will tolerate no 
advice or interference from anyone on 
the handling of the boy. 

The mother is jealous of the father 
son relation. Also she expresses jeal 
ousy of the high regard in which the 
boy holds his teacher. She meets this 
by over-doing for him as if she made 
an effort to buy his love. She wants 
his love, and feels that she must give 
something to win it, and. food and 
overprotection are her gifts. She would 
not want to hold him to a strict diet, 
for she could not bring herself to deny 
him food. 

She complains that he is a coward and 
unable to defend himself and that he 
is not like other children of his age. 
Yet her need 
dependent, the only basis she knows 


is to have him remain 


to secure her relationship to him and 
she complains against his development 
and transition from a baby to a boy. 
She openly expresses her regret that 
he was not born a girl. 

F.Sch. Age, 8 yrs. The father is 
reported as having infinite patience 
with the children. He also 
speech and movements. He does their 
school work with them, teaches them 
music, and makes such contributions 


is slow in 


as he can to their personal development 
and enrichment. 

The mother complains that she is 
“too nervous” to enjoy her children. 
The father takes over the care of the 
children when he is at home, and the 
mother uses what slender funds they 
have for recreation to go out “‘and give 
me a little relief.”’ The older child, our 
patient, creates tension in the mother 
by his mere presence. But she has so 
conditioned him to fear that he 
rarely goes outside the apartmen 
When the boy was eight years old he 
was sent to camp for a few weeks to 
give the mother a vacation. She was so 


disturbed suffering from visions of him 
as dead, wounded, or lost in the woods, 
that she found no relaxation in his 
absence. The mother attempts to dis 
cipline the children through beating 
and threats to them, mainly of deser 
tion, or leaving them at the hospital. 
Any active treatment advised for 
this child, such as muscular exercises 


added 


’ 
IS an 


tension. The 
mother leaves the child no independ 


source of 


ence to carry out directions for himself. 

he patient has a brother of four 
years. He 1s more self-reliant than his 
brother and plays outside with othe: 
children much of the day. “If he were 
like Jackie, hanging around me all the 
time, | would just completely lose my 


mind.” 
Age, 8 vrs., 2 mos. 


LR. ; 


father takes little interest 


The 
in the child, 
but displays the attitude that 
something that the 


He does reserve the iaht to criticize 


he IS 


mothe r wanted. 


and blame the r.uther for 
of the child. 


her handling 


The mothe’ wanted the child to be 
a girl. “A gir. stays close to you.”” At 
> anuch disturbed that het 
“like a girl.” She feels 


r? 


masculine ageressive- 


present she 

child develo, 
that he lacks 
ness and his play is quiet and without 
drive. She complains that he is unable 
to detend himself and to find a place 
tor himself with the boys on the street. 
The mother is confused by the child, 
and appears tired and worn when she 
spe aks of him. He has little freedom in 
the house for mar the 


possessions. “He goes around touching 


fear he will 
things just to spite me,” the mother 
complains. She relates that she has t 
do everything for him, dress him, feed 
him, take him back and forth to school. 


F.O°C. Age, 8 yrs., 4 mos. The 
father is tender and gentle with the 
children and gives them much care 


that usually falls upon a mother. Hi 
them on 
satisfaction 
children. 


aS oe. 
takes trips and finds real 


in his association with the 
He was overcautious with the 
after an 


patient but co 


operated with the clinic, and tries now 


operation, 


ol. 
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He 
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he 
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in every way to encourage the boy in 
active play with other boys. 

The mother says that she often feels 
that she is mean to her children when 
she is “‘nervous’’, but that she cannot 
help this. She overprotects her chil- 
dren, and wards off growth and inde- 
pendence. The patient is still dressed 
by his parents, and they refer to him 
as the “‘little fellow.”’ The boy ts for- 
bidden to fight with other children. His 
mother emphasizes his goodness, his 
love and affection for her, and above 
all his innocence and purity. 

The patient has one sister, two years 
his junior. The two have a normal basis 
of congeniality. The mother was ad- 
vised that she must extend to this girl 
more freedom and opportunity for 1n- 
dependent development. “And I never 
knew I was that way with her.” The 
mother is insecure with her children, 
and when she relates something about 
them she will often add: 
my neighbor.” 

W.OG. mos. The 
father has an almost exaggerated inter- 


“You can ask 
Age, 8 yrs., I 


est in the details of the development 
of his children. He feels himself ex- 
cluded from the life of the patient, his 
oldest son, and finds no emotional re- 
sponse from him. He is seeking a basis 
of comradeship and gives much time 
and effort to the patient. But he also 
shares his wife’s suspicions of the boy. 

The mother gave much attention to 
the child when he was a baby. She 
fed him every time he cried, fearful 
that he would disturb the neighbors. 
“T ruined his stomach.”’ When describ- 
ing her handling of him for his aggres- 
sion towards his younger brother, she 
remarks uneasily: “I broke the heart 
in that child.” She complains of the 
strangeness of the boy. She is suspicious 
of him and searches his pockets every 
night. He likes to carry matches and 
she fears that he will maliciously burn 
down the house. It worries her that he 
stays too much in the house. But if he 
stops for a while on the way home from 
school to play, or comes from the wrong 
direction, the mother, watching from 


the window, upbraids him and de 
mands an explanation. 

Because he is a reliable child he is 
often entrusted with the 
younger 


care of the 
children, and assumes re- 
sponsibility. The mother expects his 
help with the housework and lets him 
do much of the shopping for her. When 
he is carrying out the wishes of the 
parents they appear to trust him fully, 
but when he seeks some life of his 
own, they feel that he is not to be 
trusted. 

There are three younger boys in the 
family. The next brother is an active 
and affectionate child and the declared 
favorite of the father who calls him 
“Lightning.” The third child is crippled 
and mentally defective and the young- 
est is still an infant, both needing much 


attention and supervision from the 
parents. 
D.B. Age, 10 years. The father 


plays an insignificant rdle in the life of 
the family. The mother would make 
no gesture towards obtaining any co 
operation from the father. 

The mother said that her concept of 
a baby was that of a doll. And she still 
acts like a little girl as she dresses this 
huge boy, and stands back to admire 
the perfection of her work. “I 
babies, not exactly 
children.” 


love 
that I hate 
She has promised the pa 
tient that when he is 12 years old he 
may take a bath alone. She fears that 
he will fall but would not consider the 


older 


advice of placing a rubber mat in the 
bath tub. Over her hangs the appre- 
hension of death for the patient. She 
still walks with him to school and holds 
his hand as one holds a baby learning 
to walk. The boy is not 
play 


allowed to 
in the park or associate with 
other children. But when she considers 
their future she remarks: ““My children 
must choose their own lives, I would 
never think of interfering with that.” 

Her method of 
threaten to go away 


discipline is to 
and never return. 
She sees only affection in the desperate 
clinging to her of the boy, begging her 
not to go. She portrays him as a per- 
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fect child, and perceives no problems 
in her boy. She resents the interference 
of the school when they draw her atten- 
tion to his immature behavior. 

The patient has a sister five years 
younger. She is an independent little 
girl and the mother seldom speaks of 
her. 

H.Pe. Age, 10 The 
father shows great interest and aftec- 
tion for his children. When they were 
small he would spend days in the park 
with them and now that they are older 
he enjoys their companionship. But he 


yrs., © mos. 


is oversolicitous of them and fearful 
of physical and moral hazards. ‘““When 
I know he is in the house and safe I 
can go on with my work. When he is 
outside I cannot do my work well for 
worrying that he may get hurt.” He 
beats the boys for punishment and 
often the patient will refuse to talk 
until he has extracted a promise that 
he will not be whipped. The word of 
the father to the children can be relied 
upon. 

The mother is extremely domineer- 
ing and aggressive towards the patient. 
She displays some affection when she 
talks of him. When he is in her pres- 
ence she loses her poise, speaks in a 
shrill, harsh voice, and becomes vio- 
lently antagonistic, blaming the ‘child 
for every gesture he makes and slapping 
him constantly. She criticizes his ap- 
petite but at the same time prepares 
unlimited quantities of good food for 
him, which really gives her pleasure. 
She will not let him go to the bathroom 
alone for fear that he will masturbate. 
She is proud of his innocence. “‘I don’t 
want them to know about sex and such 
dirty matters.” She still dresses him, 
and although he has always been ex- 
ceedingly modest, she continues to give 
him baths without respect for his em- 
barrassment. “I feel I can give him a 
better rubbing to make him really 
clean.” 

“IT would not trust him,” is the 
leitmotif in her relation to the boy 
and he is given very little freedom. He 
cannot whittle a stick at home—he 


might cut his finger, and he would cer- 
tainly soil the floor. Until the past year 
the mother took him back and forth 
to school. She feels that when he is in 
the movies he is removed from physical 
dangers and 1s also out of her way for 
four hours, hence he is allowed to go 
almost every day. She is not concerned 
with the fears that some pictures pro- 
voke in the child. 

In spite of her overt aggressiveness 
and violent complaints against the 
boy, she is insecure in her dealings 
with him and she interrupts her flow 
of words by exclaiming “I know it is 
all my fault” and “Maybe I am to 
blame.” 

With the older boy both parents 
have a natural and pleasant relation- 
ship. He is given responsibility and 
trust and is respected as a person cap- 
able of a life of his own, and he ts ac- 
corded a place in the home which gives 
him both self-respect and confidence. 
StF. Age, 10 } mos. The 
mother reports that the children boss 
their father and complains that he 1s 
unable to discipline them. 

When the mother talks of the patient 
it is with tenderness and feeling, but 
when the two are seen together there 
is antagonism and almost complete 
lack of rapport. She cannot control 
him and he is defiant in his victory over 
her. She complains that she finds no 
response from him. “Only lately have 
I been able to make him cry when | 
beat him,” she says with satisfaction, 


yrs., 0 


as it represents almost the only emo- 
tional response she has had from him. 
She hovers over him while he eats, and 
picks out choice pieces of food, and ts 
happy when he takes more of the food 
she has so carefully prepared for him. 
But she trembles when he makes de- 
mands for food she does not have, and 
quickly gives him money to buy these 
things. 

He was bathed and dressed by the 
mother until he was ten years old. He 
objects to such personal care from her 
now, so she allows him to put on his 
underwear alone, though she still aids 
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him with his bath. She defends this 
on the basis that if left to himself he 
would never be able to get to school on 
time, and that it is her duty as a mother 
to help him. She keeps him at home 
until the school line forms. She took 
an apartment in the same block with 
the school so that he will not have any 
Streets to cross. 

The patient has one brother seven 
vears his senior. This boy was not seen. 
He was markedly obese until adoles- 
cence. The mother declares that she 
prefers this older child to the younger 
as he is more responsive to her and 
extends to her little personal kind- 
nesses. The brothers seem to get along 
together fairly well. 

F.B. Age, 10 yrs., 8 mos. The 
father works at night. His afternoons 
are free and he spends them often 
with the patient in the park. He has a 
pleasant, matter-of-fact relationship 
with the boy and does not appear to 
share the apprehensiveness of the 
mother, though he does not have any 
influence in breaking down her fears. 

The mother has a collection of work 
the boy has done, such as school work 
and drawings. She displays a sort of 
pathetic indulgence when she exhibits 
these. But when she talks of him as a 
person it is in terms of her own broken 
health and of her personal sacrifices, 
and with a total lack of joy or pride. She 
gives him the best room in the house, 
spends hours preparing his food, and 
devotes her life to ministering to him. 
“You see I give my Francis every- 
thing.”” In the next breath she may 
say: “I deat him” and complain that 
this punishment is so ineffectual. Once 
she rushed him to the hospital in a 
state of hysteria when she thought 
that the child had swallowed a nickel. 
The nickel was found enmeshed in 
his clothes instead of in his stomach. 
‘“‘How I beat him for the scare he gave 
me.”” This incident is typical of the 
mother’s handling of the child. All of 
his life she has kept him close to her, 
walked to school with him, watched 
him at play, mashed his food as she 


did at infancy, kept check on every 
bowel movement, slept in bed with him 
till he refused to sleep with her longer. 
A.Hi, Age, 11 yrs. The father is 
reported as openly antagonistic to the 
older child, a daughter. He has over- 
emphasized his devotion to the boy as 
a gesture of defiance to the mother. 
The mother has always rejected the 
boy. She feels that her husband and 
the patient have only disturbed the 
exclusive life which she wanted with 
her daughter. When the patient is in 
her presence she loses her poise, 1S 
irritable, jumpy, and without com- 
posure. But she is afraid to let him de- 
velop a life for himself outside the 
home. He cannot go to school until the 
line has formed, is not allowed par- 
ticipation in scouts and other organ- 
ized group activities for boys, and then 
she blames him for his poor social ad- 
justment. He never was allowed to 
play with a child before he was six 
years old and the mother prides her- 
self on the exclusiveness of her chil- 
dren. 

He is helped with his dressing, baths, 
is taken up every night for the toilet, 
and his clothes are adjusted by the 
mother before he goes out. She con- 
stantly nags and hurries him. She is 
never satisfied with his school achieve- 
ments and is not open to advice that 
she has pushed him beyond his mental 
capacities. She sends him to Hebrew 
school against his protest just to make 
him “‘learn more.” 

The patient has a sister ten years 
his senior. The mother sparkles with 
pleasure when she talks of this girl. 
“She is the delight of my life. Arthur 
brings me only sorrow.” The sister 
assumes a maternal role towards the 
patient, and he relies on her help for 
his school work. 

H.L. Age, 11 yrs. The father is 
critical of the boy. He speaks of him 
in a detached and unemotional manner. 
He resents his phlegmatic behavior 
and his lack of cultural interests. He 
prefers the younger, more active boy, 
and tells the mother: “This is you 
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son,” when speaking of the patient. 
He did not see much of the child when 
he was small, but he objected to the 
mother’s way of rearing him, especially 
that she kept him so closely depend- 
ent, and always forced food upon the 
boy. 

The mother herself speaks of this 
time: “I was a really crazy mother.” 
She continues to cater to his whims 
and preferences especially concerning 
food. She dressed and bathed him until 
recently, and continues to help him as 
he is so awkward and slow. She con- 
stantly nags him, and rushes him in 
everything he does. She resents that he 
is “funny” looking, especially that he 
is red-headed, and that there is nothing 
in him of which she can be proud. At 
the same time she is indulgent and is 
pleased that he would “rather stay with 
his mother.”’ When he was small she did 
not let him play with other children, 
“He was always walking with me’”’ 
and for the last few vears they have 
neighborhood from 
which she would like to keep her chil- 
dren aloof. 


been living in a 


The second boy is five years younger. 


He is fast and active, 
different 


“an entirely 
child.”” The two 
quarrel, probably not 


brothers 
more than is 
usual, and the older one, the patient, 
always gives in to the demands of the 
vounger boy. 

B.F. This family lost 


the oldest son in a street accident a 


Age, 11 yrs. 


year before the patient was seen. The 
mother is so completely wrapped up in 
her mourning that she “‘feels guilty if 
she does not remember her grief for a 
moment.”’ She resents a smile on the 
tace of any member of the family. The 
patient gained forty pounds in the 
year after the death of the brother. 
He always had been treated like the 
baby of the family, and the older 
brother was the mother’s confidant. 
Since the accident the mother has 
been living in constant fear of losing 
him also. She keeps him close to her 
and will not allow him to have friends 
or to take part in any activities. 


Her overconcern for the patient was 
so marked that the relatives felt that 
she was destroying the boy, and they 
“just made her have another child.” A 
baby girl was born about two vears 
after the death of the oldest boy. The 
mother takes a new interest in life, 
but has not entirely abandoned her 
exaggerated caution 
safety of the patient. 
AH. ' The 
mother reports that the father gets 
along well with the children, that he 
gives them the affection and love which 
they need, and that he would not strike 
them. The patient made, at one time, 
the remark: “I'd like to beat up my 
father. He thinks he’s a smart Marine 
sergeant, but he ain’t. He’s always got 


, 


concerning the 


\ge, II yrs., § mos. 


to have his way.’ 

The mother had this child in defiance 
of medical advice, and her whole rela- 
tionship to him is one of defiance, com- 
bined with suspicion and overprotec- 
when the child was 
small the tension between him and his 
mother was so great that the father 
took him to the Kindergarten before 
the age of five. He told the school that 
unless they helped him get the child 
away from his wife for a few hours a 


tiveness. Even 


day she would go insane. The patient 
exhibits many undesirable habits and 
traits as expression of his maladyjust 
ment. The mother complains about 
them and belittles the patient, but she 
has always been unwilling to cooperate. 
“I brought my children into the world 
and I will guide them.”’ Her method of 
discipline is to beat him—“‘she uses a 
weapon, a belt. I say it isn’t fair’, says 
the patient. She also shames him or 
threatens suicide, such as jumping off 
the roof if he does not mind. She is 
sensitive to any criticism of him and 
frequently dashes down to school to 
complain of the treatment given him. 
The principal of the school remarked 
when he saw her on her last visit: 
“Well, is mother back with the baby 
again?’ She let him sleep in her room 
until he was ten years old, and his bed 
stood so close to hers that she could 
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touch him when he talked or moved in 
his sleep. 

The patient has a sister, four years 

his senior. The mother does not express 
such an exaggerated concern over her 
daughter as over the boy. There is no 
unusual friction between the two chil- 
dren. 
H.M. The 
father sends the boy to his parents’ 
farm every summer and has him do 
heavy work. He feels this is normal and 
healthy and far better than drawing 
attention constantly to the boy’s size 
and development. The child and the 
father are similar in build. 


Age, 11 yrs., 6 mos. 


The mother has encouraged his ac- 
tivity in feminine réles, cooking, clean- 
ing, weaving, and delights in his adap- 
tation to them. She constantly belittles 
him both when he is present and when 
he isn’t, but she sincerely believes that 
it is part of her nature to 
expression of emotion. 

Though the boy 


age, he 


suppress 


is oversize for his 
plays with much 
children. “I have got my 
head out of the window all the time to 
see what he 


usually 
younger 


is doing; only one you 
know.” They live in a first floor front 
apartment, and she can observe him 
most of the time, as he rarely leaves the 
block. 

M.M. Age, I2 yrs. The father sees 
little of the child. He works at night, 
and often on Sundays,and his hours are 
such that he is asleep when the child 
is at home from school. The boy com- 
plains about it, but the father feels 
that he cannot adjust his hours differ- 
ently. 

the mother 
says, and excuses all of her fears for 


“He is the only one,” 


his safety on this basis. She has never 
waited another child. She cannot bring 
herself to give him freedom adequate 
to his years, despite his pleas for it. 
She is distraught with fear when he is 
out alone and paces nervously up and 
down the apartment until he returns. 
At the same time, she constantly be- 
littles the child, complains that he can- 
not play with other children, that he is 
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a cry-baby, that he cannot ride a 
bicycle, ad infinitum. She says that it 
breaks her heart to see him shrink 
from other children in the school yard. 

She cannot discipline him but rather 
allows herself to be controlled by his 
temper tantrums. He irritates her so 
much that she yells and screams at him. 
His slow movements in dressing make 
for friction every morning, and the 
result is that she dresses him when het 
“nerves are at the breaking point.” 

Though they have a large and spa 
cious apartment the child is given no 
place of his own. The maternal grand 
mother who lives with them receives 
those considerations which rightly be 
long to the child. 

6. F.M. Age, 12 yrs., 6 mos. The 
mother reports that the father is 
greatly devoted to his children. “The 


father is more interested in the children 
than I am. He is crazy about them.” 
When the patient was a small child the 
mother had to go to work and leave 
him in the care of her mother, who was 
very cautious with him and gave in to 
all his demands. The mother herself 
continues to dress him and to do every 


thing for him. Only lately has she 
allowed him to bathe alone. 
At the same time she complains 


about his shortcomings and Is irritated 
by his slowness. She pushes and hits 
him to make him do things faster, and 
corrects and nags him constantly. She 
feels that other mothers are happier 
with their children. Whenever she sees 
a successful young man she stops to 
say “what a happy mother this boy 
has,” thus trying to instill some ambi 
tion into her own slow and phlegmatic 
son. 

But if anyone says a word against 
him she considers it a personal insult. 
This is especially true with regard to 
the school, and she rushes down to the 
school to complain of any injustice or 
lack of recognition of him. She is com 
pletely wrapped up in her son and has 
fostered his many physical complaints. 
“When he is well, 1 am well; when he is 


sick I am sick.’’ She ts insecure in het 
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well as to other 
members of the When she 
blames and belittles the boy she always 
adds: “I think it is my fault,” ““Maybe 
’’ She admits that she 
never gave him a chance to develop 


him as 
family. 


relation to 


1 am to blame. 


self dependence. 

The patient has a sister three years 
vounger than he. She is an active in- 
telligent girl and fulfills the ambitious 
demands which the mother makes. 
“The girl is perfect. That’s the way | 
bring them up.” 

SLID. \ge, The father 
strikes terror in the heart of the pa- 
tient by his threats of suicide. He con- 
demns the dependence whieh his wife 
fosters in the children, but his own 


is We, 


lack of security leaves him helpless to 
combat it. 

The mother feels that she neglected 
the patient when he was a baby, as she 
then lived with her mother who was in 
her last illness. Between her and the 
patient there is warmth and cordiality, 
but too much emotional dependence 
from the child. She was still holding 
the hand of the older boy when he was 
fourteen when 
street. She has had some guidance 
from physicians in the handling of her 
children, and she has tried to incorpo- 
rate this in her relationship with them. 
She has, with self-control, re- 
frained from leading the younger child 
by the hand, but has 
created the same dependence. When 
either of the children is from 
home she is haunted by visions of 
them lying on the side of the street, 
injured and bleeding. The children are 
allowed to go to camp in the summer, 
but our patient has been only once, 
and refuses to return. He is too home- 
sick for his mother, he states. 

The interests and talents of the chil- 
dren are encouraged, and there is sufh- 
cient money to provide them with 
material with which to work. The in- 
dividual interests are promoted at the 


years old crossing a 


real 
figurativels 


away 


expense of social development. 
The patient has a brother who is 
seven years older than he. Both chil- 


dren seem to receive equal regard in 
the family circle and there is a normal 
relationship between the boys. 

H.Pr. Age, 13 yrs. The father says 
that he has lost his business and came 
to financial ruin because he neglected 
things when the child was ill. He does 
not offer this information in the form of 
a complaint, but rather of convincing 
evidence of his devotion to the child. 
“T eat only bread and drink water so 
the child can have the best.”’ Lately 
the father has not been well. He spends 
his free time with the child and at- 
tempts to foster some independence in 
him. “I just realize | won’t live forever 
to look after him.” He 1s 
obtain a civil service job for the boy 
so that he will be taken care of. But 
with the father as with the mother the 
child is used as a tool for family quar- 
rels. The father has set ideas about the 
boy and the mother is unable to break 
these down. 

The mother will declare: “‘He is our 
life’? and in the next breath say: “‘He 
She lives in 
terror of an illness in him, but when 


trying to 


has ruined our lives.” 
his behavior irritates her, she says: 
“LT could &i// him” and clenches her 
fists. She rejects the child and in turn 
resents his preference for his father. 
She refuses to cooperate with medical 
advice aimed at the child’s independ- 
ence. She cannot accept the thought 
of any loss of weight in him, as this 
would indicate that he is not properly 
fed, when actually she makes every 
sacrifice so that ‘‘my Howard can have 
the best food there is.” But she is not 
happy when she has to eat scantily in 
order to do this. She continues to dress 
him, and even goes on her Knees to put 
on his shoes and socks. The boy 1S 
coaxed to go to the bathroom for each 
bowel movement, and frequently re- 
ceives enemas and laxatives. 

Until he was seven years old the 
mother pushed him in a baby carriage 
and carried him in her arms up and 
down stairs. She says that he had a 
“weak heart”? (not confirmed by re- 
peated examination). She would never 
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consider letting him go alone to the 
park for she is sure that he would be 
overtaken by sudden and violent death. 
She has ‘“‘seen so many children killed 
on the street.”” She has watched him 
play on the street until recently. The 
father demanded that he go out alone. 
She still feels convinced that he will be 
killed, but when it happens it will be 
the father’s fault—another blame she 
can cast upon him. 

There are no other children. But the 
mother has raised a rubber plant simul- 
taneously with the patient, and has 
given it the same care, even to milk 
and castor oil regularly. The silent, 
motionless growth of the plant Is a 
more satisfying reward for her devo- 
tion than the maturation of the son 
who strives away from her. 

F.P. Age, 13 yrs., 6 mos. The in- 
terest of the parents in their five chil- 
dren is constructive and stimulating. 
The household is well organized, and 
each of the children has a share in the 
responsibilities. Outside contacts and 
activities are encouraged. The father 
expends much time in common inter- 
ests with his children. The mother feels 
that she was inadequate to give proper 
care to her family, especially to the 
patient who was still an infant during 
the period when she was emotionally 
upset after the death of the next young- 
est child. Although the parents are 
unwilling to admit it, the patient has 
received more attention and considera- 
tion than the other children, and there 
has been exaggerated concern over his 
health and progress. The patient has 
been sent to private school while the 
other children are going to public 
school, though they are all equally 
bright children. 

G.Th. Age, 13 yrs., 6 mos. The 
father has often spent his free Sundays 
taking the boy to the park and in this 
way taking part in the development of 
his son. Until recently the father and 
son have slept together. The father ob- 
jected pathetically when the mother 
effected a change. The mother regrets 
her role as a mother and says frankly 


that her children are a burden to her 
from which she feels she can never 
escape. She complains that she has 
been a sick woman since the birth of 
the patient. She constantly keeps this 
before him and asa consequence makes 
many demands on him. Her frequent 
lamentation that she is dying provokes 
a despondency in the boy which keeps 
him near her bed. This she interprets 
as affection despite the father’s objec- 
tion that she is tying the patient to her 
“with a bond that even death can’t 
break.”’ She delights in such remarks 
from her husband and thinks that they 
are indicative of jealously. 

The children have both been reared 
to take responsibility for themselves 
and have been allowed a normal range 
of activity. But this spirit has been 
fostered to spare the mother rather 
than to develop the child. She instills 
fear in her effort to control her chil- 
dren and has no hesitancy in lying to 
them. “‘George is getting too grown up, 
but I guess I can take it,” the mother 
complained when the boy made efforts 
to become more independent with the 
encouragement of the clinic. 

The patient has a sister two years 
his senior. There has always been fric- 
tion and fighting between them. The 
mother and daughter are bitterly an- 
tagonistic to each other, and the pa- 
tient complains that the sister is not 
kind to the mother. 


AtrTirupbE Towarpbs HEALTH, OBESITY, 
AND Foop 


COOPERATION 


The purpose of a separate discussion 
of the problems relating to obesity and 
sexual maturation, food intake and co 
operation is to emphasize the practical 
importance of the attitude of the family 
to the development and treatment of 
obesity in childhood. It is obvious that 
the attitude towards these factors rep 
resents only one aspect of the relation 
ship to the child which was discussed 
in the previous section, and the separa 
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tion is arbitrary. A short note on the 
course of the obesity in the children has 
been included. We regard the develop- 
ment of obesity as one form of the 
child’s response to his environment. 
Although the various expressions of the 
children’s reaction will be reported in a 
separate article, this factor has been 
mentioned here in order to illustrate 
the relationship of obesity to environ 
mental forces. 

That such a connection exists can be 
best demonstrated in cases where a 
rapid increase in weight occurred after 
some upsetting event in the family 
circle, such as the death of a member 
of the household. In one instance (case 
14) the patient became obese after the 
death of her grandfather. He had been 
the only person to whom she could turn 
in confidence and find secure and kind 
guidance. In two other instances (cases 
11 and 32) the rapid increase in weight 
followed the death of an older sibling 
who had been in both families the 
favorite child. The mothers, wrapped 
up in grief, reacted by completely with- 
drawing personal interest and affection 
from the surviving children who, in 
their eyes, had value only in so far as 
they could replace the beloved dead 
ones. One mother said she did not even 
“see’”’ the patient until after she had 
grown Obese. The question of why the 
children responded in this way cannot 
be discussed at present. The purpose of 
this paper is to demonstrate that forces 
influencing the development of obesity 
can be recognized in the environment. 

Krom a ‘mechanical viewpoint treat- 
ment of obesity constitutes a simple 
problem. Restriction of the excessive 
food and increase in the muscular ac- 
tivities results in a proportional loss in 
weight. The difficulties of therapy lie 
in the unwillingness or inability of the 
patients and their parents to cooperate 
with such a program of treatment. Ob- 
viously uncooperative and antagonistic 


patients were included in our survey 
with the purpose of gaining a broader 
insight into the factors which influence 
cooperation. 

The best cooperation was observed 
in patients of adolescent age (cases 11, 
16, 17, 32, 36, 39, and 40) who could be 
weaned from the close dependence on 
their homes. Their emancipation 
aroused not infrequently alarm and be- 
wilderment in their elders. In other pa 
tients of the same age period in whom 
the mutual hostility counteracted all 
etforts very little could be achieved 
(cases 13 and 18). Refusal to follow a 
restricted diet was used by one patient 
as a weapon to defeat the mother’s pur- 
pose of making her daughter slimmer 
in order to get rid of her more easily 
(case I 3). 

A fair degree of cooperation was ob 
served in eight other families. The ne 
cessity of dealing with the mothers as 
well as with the patients complicated 
the problems. Some mothers readily 
acknowledged the necessity of changing 
the daily routine of their children but 
were not willing to see the need of a 
change in their own attitude. Thirteen 
patients who professed some interest in 
treatment were quite irregular in their 
clinic attendance. They frequently re- 
appeared when some acute disorder, 
quite often exaggerated minor ail 
ments, called for attention. The re- 
maining twelve patients had been sent 
for examination but were not interested 
in any change of the situation. 

There were several reasons for this 
high incidence of refractory patients. 
Obesity in childhood was found to be 
a condition which very rarely aroused 
the interest of the family. Few com 
plaints were directly referable to the 


burden of weight. The appearance of 


the child and his personality difficulties 
gained their importance only in relation 
to society outside the home. 

In only one family (case 19) had the 
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obesity of the child played a direct rdle 
in the family interrelationship. The 
father charged his wife with having 
given birth to an abnormal monster 
and used this as a reason for his rejec- 
tion. Reassurance as to the normality 
of the patient produced a_ beneficial 
etfect in the family life. 

In all other instances the parents had 
not recognized the unusual size of the 
child as excessive until their attention 
was directed to it by outside sources or 
by the social implications. Two moth- 
3) persistently denied 
the presence of obesity, although the 
children were approximately 70 per 
cent overweight. Fifteen parents stated 
that they brought the children only be- 
cause the school urged them to. Several 
resented the interference and eto 
the children for examination only 
order to show the school wos: Pc 
that they had complied with the re- 
quest. 

The parents who wished for a correc- 
tion of the condition were prompted by 
various reasons. Many resented the un- 
gainly appearance of their children and 
the fact that they could not be proud 
of them and show them off. When the 
children were vounger their chubby 
appearance had been an 
mothers who now loudly 
ugly figures of their 
sparkled with pride (and even spoke 
with tenderness and affection about 
them) when they recalled the neigh- 
envy of the fat, rosy cheeked 
babies. Many complained about the 
high cost of oversize clothes, in con 
trast to the willingness to spend money 
for inordinate amounts of food. 

In older girls the fear that the un 
shapely figures might interfere with 
their appeal for men and their prospect 
of getting married entered into the 
picture. Some mothers constantly em 
phasized the lack of attractiveness and 
thus aggravated the problems of the 


ers (cases $ and 8 


asset, and 
berated the 
children | still 


bors’ 


girls. In other instances the physical 
overdevelopment of girls who appeared 
be much older than their age was 
recognized as a difficulty and moral 
hazard. Otherwise there was little ap- 
prehension concerning the sexual de- 
velopment of the girls. The diagnosis of 
an endocrine disorder had been made in 
many cases and the parents anxiously 
inquired whether their children were 
abnormal. In one instance (case 14) the 
mother had been told by her physician 
that her daughter would possibly never 
menstruate, and she was seriously con 
cerned, but open to reassurance. 

The problem of sexual maturation 
was of outstanding importance in deal 
ing with the parents of obese boys. The 
erroneous concept that obesity and 
sexual maldevelopment are allied 
symptoms is so popular and prevalent 
amongst physicians and lay people 
alike, that a question concerning this 
point was raised in each instance. It 
must be stated that no patient of this 
group showed signs of sexual maldevel- 
opment in a physical sense, though 
psychologically dependence on the 
mother has a connotation of sexual re 
tardation. 
ously confused and disturbed after this 
diagnosis had been made before they 
came to the clinic. The fear that the 
boy would not mature normally pro 
voked marked anxiety coupled with 
feelings of guilt 


Twelve mothers were seri 


mothers 
detinitely had wanted their boys to be 
girls, or had given them the place of a 
daughter in their emotional life and 
reared them accordingly. It is as if they 
feared that their wish that the boy be 
of another sex had become 
that he would never be a 
and that they themselves were to be 
blamed. At the same time they were 
afraid that the boys would mature and 
thus grow away from them. Objective 
little 
and confusion 


as so many 


a reality, 
“real man’ 


, 


reassurance could help some 


instances when the panic 
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activated one of the basic conflicts in 
relation to the child. 
pleaded for active glandular therapy, 
or took the patients for injection to an 


Some mothers 


outside physician. The problems, how 
ever, were not alleviated by this kind 
of therapy. In some instances it only 
served to confirm the impression that 
the children were abnormal, and the 
mothers considered it one more of the 
misfortunes under which they suttered 
The diagnosis of an endocrine dis 
order, though incorrect, was of impor 
tance in other aspects also. Except for 
activating conflicts over the matura 
tion of the children such a ‘diagnosis 
was in agreement with the general atti 
tude of overconcern. Like other physi 
cal disorders the diagnosis seemed to 
justifv the excessive care and attention 
given to the patients. In contrast to the 
indifference in regard to obesitv many 
parents were greatly concerned over 
other aspects of the child's health and 
were easily upset by acute disorders. 
In some instances when patients were 
seen only at the time of follow-up visits 
talk at length of 

how sick the child had been for the last 
few days, how his cough 


the mothers would 


or whatever 
had disturbed her, and they 
could be induced only with dithculty to 


S\ mpt m 


report about the general progress of th¢ 
child. If, however, the condition of the 
child required repeated visits to the 


clinic, such as asthma (cases § and 32), 
the mothers were equally uncoopera 
tive as in the treatment of obesity. 
They would claim that they were too 
sick themselves to bring the patients 
but would not trust them to go unac 
companied), or that the treatment was 
too expensive, or that they could not 
keep the children school. 
Physical complaints and disorders were 


away from 
attended to according to the nuisance 
value which they represented for the 
mothers and not in relation to the child. 


Enuresis, which was observed in 40 per 


cent of the patients, was considered 
the mothers’ problem in regard to the 
responsibility and incumbrance. 

Many parents were quite ready to 
accept the diagnosis of an endocrine 
disorder. It atforded such a convenient 
basis to explain all the peculiarities of 
the children and appeared to promise 
a simple treatment. A few pills or injec 
tions would change the clumsy and fat 
patient into the child of their ambition. 
Once parents had convinced themselves 
that “‘bad glands’’ were the reason for 
all the shortcomings it was exceedingly 
dificult to make them understand a 
ditferent approach to the problem. The 
diagnosis of an endocrine disorder in 
obesity is not only incorrect, but harm 
ful in appre 


and oversolicitous attitude of 


so far as it increases the 
hensive 
the parents, misdirects their attention 
and blocks the way for recognizing the 
underlving psychological problems. 
\mong the inner factors inherent in 
the conflicts within the family group, 
the high emotional value with which 
the offering and receiving of food has 
been invested constitutes the main ob 
stacle tO successtul Ccoope ration. The of 
fering of fe od represents often the only 
way in which the mother can express 
her devotion and it gratities the child’s 


demands for affection. Restriction of 
food signities withholding of affection 
and as such endangers a precariousls 
balanced relationship. The fear of not 
being able to hold the child’s love pre 
following ad 


vents the mother trom 


vice. To gain her constructive coopera 
tion it 1s necessary to allay her anxiety 
and to help her find new ways of giving 
atfection and emotional security to the 
child. 

The reported investigation has been 
conducted for the purpose ot disclosing 
environmental factors which have con 
tributed to the dev elopment of obesity 
in the child. The aim of the study has 
been to establish a basis for a better ap 


A 


n 


as 


p 
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proach to the treatment of obesity. In- 
timidating and disciplinary measures 
are not satisfactory and are definitely 
detrimental in a number of cases. The 
good therapeutic results with patients 
in whom a satisfactory contact could be 
established indicate that a psychother- 
apeutic approach, in combination with 


judicious medical advice, represents a 


helpful and in many cases the only suc- 
cessful way of treatment. 


1. ZF. The parents welcomed the 
rapid increase in weight as an indica- 
tion of good health and “most marvel- 
ous appetite.” The obesity was con- 
sidered a problem only after the mother 
began to consider it an insult to have 
such an ungainly daughter. The weight 
of the patient has become the object of 
much discussion, to such a degree that 
the child cries whenever the word “‘fat”’ 
is being mentioned. 

The mother was unreliable and un- 
cooperative. “She eats just what the 
doctor tells her and gains weight.” 
Later the child was taken to a private 
physican who gave her injections twice 
a week. In this combination the mother 
cooperated with a diet-lower in calories 
than had been advised in the clinic, 
with satisfactory loss in weight. 

ew . The mother complains that 
she was forced by the school to take 
her child for treatment. She resents 
the attention given to the child as she 
herself is sick and too weary to be 
bothered. Though she remembers her 
suffering from being teased about her 
obesity as a child, she does not con- 
sider excess weight a disorder that 
needs correction. But she is too re- 
signed to resist pressure on the part of 
the school, and so she follows advice 
concerning diet and exercises, con- 
stantly moaning about the added 
burden. The child improved physically, 
but there was little change in her ad- 
justment. 

*. Bade The father explains the crav- 
ing for sweets as “running in the 
family” and would never consent to a 


ft 


dietary restriction. The mother would 
like to see her thinner, but “if I do not 
give it to her somebody else does.” 
As the child grows older the mother 
tries to give her some sense of, pride in 
her appearance. 

The child was examined on recom- 

mendation of the school. Later ap- 
pointments were broken. The patient 
would not even come for a follow-up 
Visit, as the mother had too often lied 
about trips to the hospital. 
PP. The parents were concerned 
about the child’s “asthma.” The pa- 
tient sleeps in the mother’s bed and 
keeps her awake with heavy breathing. 
There was never any concern over the 
weight. The child is jealous about each 
piece of candy that the mother sells 
in her store, screams for it, and grabs it 
if one is not also given to her. No 
member of the family wishes to ac- 
company her to the clinic—the child 1s 
such a nuisance in public places. 

The patient was seen at irregular 
intervals, whenever some acute prob- 
lem demanded medical attention. The 
rate in gain of weight has slowed down. 
E.B. “I cannot forfeit my own health 
to take care of Elaine” says the 
mother, speaking of her concern over 
the child’s asthma, and her inability 
to cooperate with treatment. The 
mother does not admit that the child 
is overweight (weight excess of 60 per 
cent). “She eats just the right things.” 
The mother always stuffed food into 
the child. No cooperation was obtained. 
Th.Sk. The large size of the child em- 
bodies for the mother her own appre- 
hension and concern over her figure. It 
signifies to her that her daughter will 
never attract men and marry. Other- 
wise the parents do not consider the 
obesity a serious problem for the child. 
They want to give their children as 
much as they can—actually more than 
they have. The mother finds that she 
can handle a diet if she also refrains 
from eating what the children are not 
allowed. The patient was sent for 
treatment from the school when seven 
years old. Subsequent appointments 
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She has remained mar- 
ight. 


were broke n. 
kedly OVerWC 
A.T. The 
the child’s 

which 


mother is concerned over 


fears and nightmares, 
relates to her obesity. 


1S che ki 


} ] 
spasmodic, overzealous attempts at 


she 
“Something ng her.” There are 
cooperation, but they are always short 
lived. The mothe: 
this child to 
affection 


vorac 


Is TOO de tac hed from 


show her interest and 
other than by satisfying her 


| he 


sfactorily during the short pel ods 


ous appetite. patient loses 
sat 
of treatment, but regains more than 


she has lost in the intervals. 
1.Sch. Phe 
many aches and pains, imitating her 
mother’s “‘heart attacks.” 
is likely to 
pending on the drama of the symptoms. 


When the child 1 


not take adequate care of 


child complains — of 
The mother 
get excited over them, de- 
Ss really S ck she does 
her, 
anxious to have her hospitalized “to 
id of her for some time.” “‘I 
» sick myself to be taking her for 


and 1s 


get r 


te 


treatment.” The child was kept out of 
school for a whole term because of ear- 

- } } ) 
aches, for which no organic basis could 
be discovered. The mother is not con- 
cerned over the obesitv, and 


d actually 
] 
I 


! its existence. She will not 
attempt to change the food intake. 
The patient has been brought to the 


denies even 


clinic repeatedly for a variety of symp- 
toms. The constantly increas! 
not the slightest inter 
from the patient or her mother. 

K.F. 


over the children’s health, and no one 


ng weight 


does elicit “est 


There is no unusual concern 
worries about the girl’s overweight. The 
The 
of the 
“everything the best” and would never 
think of “not giving Kathleen enough 
ti however much this 


mother was always stout. aunt 


for Md, 


emphasizes the quality 


eat,” “enough” 
The child was examined on request of 
the school. Appointments following the 
nitial examination were broken. 
D.K 
ance that the child is physically and 
mentally “‘normal.”’ 
real problem, but 


The mother wanted reassur- 


The enuresis 18 a 


the family never 


Lhe obes t\ 
1. On the cont? 


alway S 


COL perated with the clinic. 
s of no cor 
child 
pampered by the m 


being 


cer} ary, the 


has been coaxed and 


the: to eat 
sp on 


fed Quite oftel 


things the mot 


upset 
refusal of her children to eat. 
When the child was five vears old th 


accumulation of fat mammary 


region suggested ~ 


Phi 


precocious puberty.” 


s diagnosis was not confirmed. The 
mother brought the girl for one more 
examination at Il vears of age. Late 
appointments were broken 
LS. The mother’s one quarrel with 
obesity is that men do not like fat girl 


he lack of feminit 


1S her real concern 


e charm 


The patient was brought to the 
clinic because her menstruat Was 

] . | ] ] 
pl ge The whole tamily cooper 
ated with a dietary program and the 
girl lost 30 pounds in six months. Sub 
sequent menstruations were regular 
She came for one follow-up examina 


show how 

muc¢ h the he spital has helps ad her.” 

f id Phe school urged 

to take the child f 

treatment of the obesity. 
he father 

She 


tion one vear later “‘Just 


“she ts all 
The mother 


would like to see her s| mmer, bu 


thinks 


will outgrow it. 


no control over the girl. The patient 
savs: ‘I want to be skinny, and I want 
to eat as much as I like.”” She keeps 


appointments fairly regularly, but 
makes no 
TE od 
obese. But the parents did not seen 
advice until the school 
quested it. When the child was younger 
the parents thought that “it was nice 
that she was big.’’ When 


vears old she was brought t 


attempt to f 


The patient is t 


repe ate diy re 


she Was TWO 


the ( rid 
because of a “‘poor appetite.”’ Hospital 


admission was advised for a studv of 
the already very marked obesity. The 
mother refused this because her rela 
tives ‘“‘warned her that the doctors 


would 1”) Then 


that “‘she 
fathe l 


practise on the 
chief concern at 


has 


present 1s 


no fitting dress’”” and the 
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1.4. 


resents that he cannot “‘show off with 
his daughter.” 

The mother has always used food or 
denial of it as an expression of her 
affection or hostility, so that prescrip- 
tion of a diet becomes only an added 
source of conflict. The patient defies 
her mother by her refusal to cooperate. 
Hospital admission was advised. After 
arrangements were made the appoint- 
ment was broken. 

D. Ka. The family was frightened 
by a physician, who said that the girl 
would probably never menstruate, and 
they wanted reassurance in this re- 
They would like to see her 
slimmer, but have no control over her 
food intake. “‘We all get fat if we eat 
too much.”’ They 


spect. 


are very poor, but 
there will certainly always be enough 
for her to eat. The excessive increase 
in weight occurred after the death of 
the grandfather. The school recom- 
mended treatment for the child. After 
the initial examination all 
ments were broken. 

VH. The mother is 


over the thyroid condition 


app int- 


concerne d 
slight ad- 
olescent goitre) and migrainous head- 
ache and vomiting. The child was al- 
ways difficult to feed’and the mother 
s apprehensive if the child does not 
eat “enough.” She often feeds this 
girl of 12 years. Appointments were 
kept fairly regularly and the patient 
did not gain in weight during an ob- 
servation period of two years. The 
nervous tension and the craving for 
food diminished after the grandmother 
left the household. 

F.F. The mother brought the daugh- 
ter for treatment, of a 
condition, and asks for 
capsules” at each visit. 


“glandular” 
“tablets and 
In the older 
brother the obesity had been treated 
with injections. The mother continues 
to voice complaints which no longer 
exist, and still speaks of “cramps” after 
the initial menstrual disorders of the 
girl have improved. 

The patient was cooperative for a 
short period, lost weight, and made an 
excellent social adjustment, much to 


the bewilderment of her mother. Later 
appointments were broken. 

id The mother and the girl grew 
obese after the death of the maternal 
grandmother. In the beginning she 
was really alarmed over the gain in 


weight. “Now she s growing out of it 


just as she grows out of a lot of things 


we thought were bad.”’ The family has 
met with serious financial reverse 
“but I won’t save on my table.” It is 


as if the mother retains her pride as 


, 


long as she serves good and abundant 
meals. 

iF’. The patient was sent to the 
clinic on recommendation of one of the 
clinic physicians (the father was super 
intendent in hishouse). The mother feels 
that she should be paid if she takes the 
trouble to send her girl for 
Her only concern 


girl’s C I thes. 


treatment. 
the price of the 
here is never a com 
plaint about the cost of the food to 
satisfy the voracious appetite of the 
patient. The mother herself is a fanatic 
on good meals and is afraid of being 


It she 
has one bite at a meal which does not 


cheated in her buving of food. 


taste right she throws a temper tan 
trum. Since the patient does the buying 
and cooking all the blame is thrown 
upon her. There was no coo 
with treatment. 

HD. The 


over the child’s S17€ 


mother was concerned 
because of the 
father’s reject on. Overteeding took 
place during the first vear of life. There 
was some cooperation in handling the 
child. The mother never had enough 
control over the child to be cons stent 
with dietary restrictions. Hospital ad 
mission was advised in view of the 
severity of the condition, but was re 
tused by the parents. 

HB. The parents are concern 
over his abnormal and restless be 
havior. The mother regrets now that 
she always overfed him but continu 


to take him a hot lunch to school. 1 


grandmother interfere 


{ 
he 
with all pro 
grams for dietary changes, and the 
father fears friction if he: 


not fulfilled. 


demands are 
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21. LB. 


we 
te 


te 


-) 


The mother’s real concern ts 
when the 
though she bring him to the Obesity 
Clinic on advice of the school. She feels 
that she is “depriving” him if she does 
with food. She re 
members food as a major factor in her 


bov loses weight, even 


not pamper him 
relation to her own mother, and she 


was times hungry after her 
mother had been killed. 
F.Sch. “My health is so bad that I 


am took sick to be taking him to clinic” 


many 


says the mother. All the members of 


her family tend to be fat, hence she is 
not concerned over the weight. She is 
always worried when her boy does not 
eat enough, and she is really alarmed 
when he loses weight. 
he eats a lamb chop and a few vege- 
tables,” and the effort to make him 
is just another of the mother’s 
“He is so good hearted. He 
wants to buy ice cream so that the 
grocer will make money.” The appoint- 
the Clinic 
broken. But there were numerous other 
physical complaints which greatly ag- 
gravated the mother, and the patient 


eat 
burdens. 


ments in Obesity were 


was seen frequently in the General Pe- 
diatric Clinic. She has been frightened 
so often about his “‘sexual maldevelop- 
ment” (each time when she calls in the 
family physician) that nothing can al- 
leviate her concern in this respect 


just another of her misfortunes. 


a The mother uses the fact that 
he has a heart murmur as an excuse for 
Overprotection, and talks to the child 
about his “weak heart.” She complains 
much of their poor financial conditions, 
but takes the boy regularly for glandu- 
lar injections, after having been fright- 
about his “feminine develop- 
ment.”’ She has made the child so much 
aware of his weight that he refuses to 
touch bread. But she hovers over him 


ened 


to feed him just as she hovers over him 
to do everything else for him. 

This child was seen in consultation 
only. He was seen at follow-up exam- 
ination, gaining weight continuously in 
spite of all the hormonal treatment 
which the mother needs for reassurance. 


“T am happy if 


24. 


te 
s* 


+ 


F.0'C. 
for treatment of his obesity. 


The school sends the patient 
The par- 
The 


father cooperated in encouraging the 


ents are not really concerned. 
boy to a better social adjustment. But 
the mother cannot limit his food in- 
take. She herself enjoys good food, 
likes to prepare i. and 1s satished to 
see her children enjoy her contribution. 
She objects to having to buy oversize 
clothes for her John, but she will never 
limit his food intake. “It would break 
the heart of the little fellow,” and 
“That child loves to eat, God bless 
him”. 

W.O'G. The pressure of the school 
has forced these parents repeatedly to 
seek medical aid, though they are not 
concerned over the obesity. “‘I 
out of my fat, and Billy will too,” says 
this woman of 180 pounds. The patient 
loses weight during short periods of 


grew 


food restriction. The patient goes the 
rounds to his relatives and begs food 
when restricted at home. Because the 
family income is marginal, this is a 
source of embarrassment to the par- 
ents, and they are fearful the relatives 
will think they do not themselves have 
sufficient to eat. Following an accident 
fracture of forearm) he needed “extra 
and gained 15 
months. 

D.B. The parents 
greatly concerned over the health of 
the boy, and the mother talks at great 
length of the thousands of dollars she 
has spent on this child. But obesity is 
not a health problem to her. “If the 
school did not make me, I would never 
go to the hospital.” She voices some 
concern over his height (he is of aver- 


care pounds in three 


were always 


age stature) and sexual development 
(which is in correspondence with his 
age). The mother feels she is a sick 
woman herself, fears that she has a 
tumor, possibly cancer, but she would 
not even go for examination. Coopera- 
tion was poor, but the patient gained 
less than previously, and spontaneous 


‘ puberty commenced during the follow- 


Ing year. 


H.Pe. The patient was sent for 


4 


ed 
MIS 


ti r 
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examination by the school for extreme 
obesity and behavior disorder. The 
behavior difficulties disappeared after 
the patient had given expression to his 
grievances. Appointments were broken 
after the complaints of the school 
ceased. “I haven’t got time to take 
Henry to the Medical Center just to let 
him talk to that doctor.”’ The obesity 
and voracious appetite never concerned 
the parents. Restriction of food would 
be “like taking the heart out of him.” 
During an acute illness the attending 
physician informed the parents that 
the patient’s sexual organs were not de- 
veloping properly. (At the time of first 
examination in the clinic beginning 
puberal development of the genitals 
was observed.) The mother was dis- 
turbed over this so-called retardation 
and took him regularly for injection 
treatment ‘“‘to make a man of him.” 
She feels at the same time quite re- 
lieved that he has a “pituitary giand 
in his stomach” on which she can blame 
all his peculiarities. The patient gained 
18 pounds during five months of these 
glandular treatments. 

StF. The mother is not concerned 
about his overweight, but is greatly 
disturbed by his habits and minor ail- 
ments. She brought him for treatment 
after she had been in the hospital for an 
operation. “He did not eat and still 
gained weight. If he eats and gains I 
do not worry.”” No cooperation con- 
cerning dietary restriction was ob- 
tained from the patient or the mother. 
“Tl am glad when he says, ‘Mamma, 
[ am hungry.’” She has been lately 
concerned over his feminine figure, but 
would not take him for treatment. 
“Tama sick woman myself and am not 
able to take him to the hospital.” 
FB. The constantly 
seeking medical advice about the boy, 


mother is 


but she is never satisfied, and goes from 
doctor to doctor until she hears what 
she wants to hear. She believes that 
physicians are malicious and are trying 
to take her child away from her when 
suggestions are made to change her 
method of handling the child. One phy- 


sician has told her that her child would 
never develop into a normal male, and 
since that time no one has been able to 
reassure her on that score (even though 
the boy is undergoing puberty at 12 
years of age). The mother devotes 
much time to preparing his meals and 
he can make her happy or distressed by 
accepting or refusing them. No con- 
tinued cooperation with dietary advice 
was possible. The patient was seen in 
the clinic for all kinds of disorders and 
ailments. The rate in gain of weight has 
become normal. 

A.H1. The mother objects to many 
of the boy’s habits and would like to 
see them cured as by magic with no 
effort on her or the patient’s part. She 
claims that he has suffered from rheu- 
matic fever and insists on repeated 
examination of his heart. A negative 
finding fails to allay her fears over his 
“‘weak heart,”’ and she uses it continu- 
ously as a justification for overprotec- 
tion and “‘to feed him up.”’ She ts afraid 
of reducing his food intake because to 
her loss of weight means loss of health. 
She says that he has never been a big 
eater and she pampers his appetite with 
foods which are beyond her meagre 
means. She is filled with remorse be 
cause of the mistakes she thinks that 
she has made in respect to his medical 
treatment, especially that he was given 
glandular extract for an undescended 
testicle. 

ea The mother has 
stuffed her children with food. “‘I would 
hit him if he did not eat” 
tinues to do this even though the boy is 
sent for treatment of his obesity. When 
he was still a baby she was told that he 
would not develop sexually. She was 
reassured on this point at that time. 
Recently she was again frightened by 
the family physician that the boy 
would not develop normally. She says 
that he blamed her. “What sort of a 
mother are you?’’, that she had neg 
lected the boy . that It possibly was Too 


alw avs 


and she con 


late to do something. The mother is 
quite confused, and feels guilty about 
her neglect, the more so since she had 








202 


HILDE BRUCH AND GRACE TOURAINI! 





a girl. She 
fears he might become impotent, or 


wished the patient to be 


homosexual and imbecile. The parents 
accepted the reassurance given in the 
clinic without seeking further advice, 
and the boy has since matured sex 
ually. Cooperation except for restric- 
tion of food was good. The boy had 
been extremely 


shy, and would not 


sleep away from home, nor touch food 
some where else, noteven at relatives’. 
He was encouraged to join the scouts, 
was sent to camp, and given all the 
opportunities the parents could aftord. 
B.F. The boy had been overweight 
for several years, and the school had 
recommended treatment. The parents 
were not concerned over his we ight. He 
was brought for examination after a 
rapid gain in weight and when a diag 
nosis of sexual maldevelopment had 
been made on the outside, which was 
not confirmed by examination in the 
clinic. The mother was unable to co 
operate, but the patient assumed re- 
sponsibility for himself and for the care 
of his mother. He lost weight, under 
went normal puberty, and has made a 
satisfactory social adjustment. 


A.H. The mother has 


overconcern and abnormal interest 


rostered 


physical illness, and pays much atten 
tion to his various complaints. She ad- 
mits her difficulty in handling his prob- 
lems, but is unwilling to accept advice. 
Even if he has no complaints she is full 
ot fear of possible disease. She fears he 
might develop diabetes, but never has 
his urine examined. There is no concern 
over his weight, though she says: “‘His 
appetite scares me,” but only in regard 
to the possibility of diabetes, and not of 
obesity. She controls his food intake 
somewhat, thus increasing his hypo- 
chondriacal attitude. | 

H.M. ! 
sistent demands of the school when 
they brought the boy for an examina 


The family gave in to the in 


tion. The mother was a fat child and is 
not worried about obesity. The father 
is critical of any treatment given the 
boy, and has thrown away all medicine 
given the boy in the clinic. The parents 


definitely do not want him thinner. 
“The family thinks the bigger he is the 
better he is.”” The whole family love 
good and rich meals, and the mother 
bakes her own bread. ‘“‘What a life that 
would be not to be able to eat all you 
want.” The mother is confused and dis 
turbed over the sexual development of 
the boy. She has consulted so many 
physicians and received such varying 
advice that she is incapable of any 
He just has a little 
button of a penis,”’ she 


positive decision. * 
repeats ovel 
and over. 

The patient was seen 
initial 


only for the 
examination. Later appoint- 
ments were broken. 

WM. The parents are not over- 
concerned about the boy’s health. He 
was sent for treatment from the school 
because of rapid gain in weight. As to 
dietary restriction the mother is help 
less against him. He violently objects 
if she does not serve him the food and 
the sweets he demands. So she feeds 
him to keep him from throwing tempe! 
tantrums. “Why should I bring him to 
the hospital when he won’t follow the 
diet?” Nevertheless the boy did not 
gain during the ensuing year, and 
underwent normal puberty. 

F.M. 
markedly 


The mother has always bee! 

overconcerned about the 
bov’s health and is constantly pre 
occupied with his spite 
of the fact that he has had few diseases. 


She has a good many complaints he: 


” 


“illnesses, In 


self, and attributes them to worry over 
the patient. This 
overconcern has 
marked after the mother 
ened over the sexual maturation 
boy, that it 
velopmen 
The mother and the patient had 


psychiatric guidance and cooperation 


hypochondriacal 
become even more 
was fright 


indicated feminine de 


was good. The boy lost in weight and 
underwent normal puberty during the 
following vears. 

SLSD. instilled 


with a deep fear of disease, especially of 


This boy has been 


diabetes. The parents hesitate to give 
him a diet as the boy becomes appre- 


———— 
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hensive, fearing that they are hiding 
his real disease from him. The older 
boy was obese, and the mother has 
learned something from her mistakes 
in his case, and tries to avoid them in 
the patient. The mother herself has al- 
ways restricted her food intake to keep 
from getting too fat. After pneumonia 
she was advised to eat well. She wel- 
comed this advice and gained 4 
pounds during one winter. She has been 
much more relaxed since this increase 
in weight. 
H.Pr. 


ease of this boy was a major tragedy to 


| ac h ( wrdinary ¢ hildhood dis- 


his parents, who in their boundless ap- 
prehension and fear “‘sacrificed”’ every- 
thing to his health. But they condemn 
each other for neglect of the child. The 
mother takes exaggerated pride in the 
fact that she feeds “‘her baby” only the 
best there is, and the obesity 1s her re- 
ward, and? 


ty 


ot a problem. The boy has 
alwavs been-enuretic, and this is the 
ason for his clinic attendance. The 
bitterly complains about the 
extra work which it means for her. She 
only feels that “he does it to spite me”’ 
nsideration that the 
f sutters from the condition. 


without anv c 
bov himsel 
Hospital admission for observation was 
advised but refused by the father, who 


14 
Would 


not separate from his boy, and 
feared that “they would torture him”. 
he mother complains, “He (the 
tather) would not do me the favor that 
he (the patient) might get better.” It 
s of interest to note that the boy 
greatly improved after the mother pre- 
sented her beloved rubber plant to the 
hospital, “tor all they have done for 
my Howard.” 

pf There is no exaggerated con- 
the health of the children in 
this family, but the patient has always 


cern Over 


been given somewhat more attention. 
The parents are on the defensive con- 
cerning dietary restriction. The father 
feels that the death of his own father 
(“James looks exactly like him’’) was 
indirectly due to dieting and weight 
reduction, that he thus lost his strength 
and then could not fight illness. The 


mother has a fine conc ept of the réle of 
the meal in the life of a family. She 
hesitates to deprive the patient of any- 
thing the other children have—actually 
she has an urge to give him more. 

This patient lost 20 pounds during a 
three weeks’ stay in the hospital, and 
felt much better thereafter, to the great 
satisfaction and relief of his parents. 
G.Th. The mother of this patient 
is very much overweight. She blames 
this on the pregnancy with him. Her 
medical record shows that she gained 
more than 1 pounds of her 28 
pounds after the patient was eight 
vears old. This family has suffered 
from various illnesses, all of which were 
treated at this medical center, and 
there is a spirit of loyalty towards the 
hospital. The first period of rapid in- 
crease of weight in the patient followed 
an appendectomy at eight years of age. 
His mother frightened him that she 
would take him for another operation 
“of which he might die” if he would not 
stop his habit of chewing wood. A sec- 
ond period of weight increase at 11 
vears of age was precipitated by fear of 
sexual maldevelopment. Cooperation 
was excellent, in social adjustment as 
well as dietary restriction. The boy lost 
39 pounds in six months, and under 
went normal puberty when 12 years 
old. 


ComMMEN'’ 


This investigation of the home en 


vironment of obese children revealed 


certain features in the family constella 
tion with such frequency that they may 
well be considered typical. Many fath 


ers were found to be weak and submis 


sive persons unable to give positive and 


manly guidance. In the mothers an 


overt display of solicitude and protec 
i 


tion barely covered an underlyi 


atti 


e 
tude of aggressiveness and hostility. In 


such an environment which does not 


offer adequate emotional security . food 


gains an inordinate importance. Food 1s 


’ 


offered and received not alone for the 
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appeasement of a bodily need but it is 
highly charged with emotional value. 
To many mothers the offering of food 
represents the only way of expressing 
their affection and devotion. The child 
increases his demands as his need for 
gratification and security in other re- 
remains unsatisfied. On the 
other hand, enjoyment of physical ac- 
tivities and social relation is greatly 
restricted. The atmosphere of fearful 


spects 


apprehension confers upon them the 
meaning of danger, threat, and insecu- 
rity. The development of obesityin such 
surroundings becomes comprehensible. 
Overeating and inactivity bring about 
the increasing storage of fat. But these 
symptoms do not befall a child sudden- 
ly; they are closely connected with his 
whole development. 

Not all questions which bear upon 
the importance of the family frame for 
the development of obesity can be an- 
swered on the basis of the presented 
material. Investigation of unconscious 
psychic motivations will be necessary 
for an understanding of why the moth- 
ers resort to overfeeding to express 
their ambivalent attitude. The ques- 
tion of how far the features revealed in 
the family constellation of this group 
are typical for all obese children can be 


answered only by the study of patients. 


coming from a higher cultural and eco- 
nomic level. 

This report has been restricted to a 
one-sided presentation of the influence 
of the family environment upon the de- 
velopment of the obese child. This im- 
plies an artificial division of a biologic 
unit in which the different forces con- 
tinuously influence and modify each 


other. The emotional development of 


the children and their response to the 
environmental forces will form the con- 
tent of a forthcoming paper. The sepa- 


rate discussion of the various aspects of 


the obesity problem was chosen in or- 


der to clarify the interwoven relation- 
ship. The conjugate importance of both 
aspects, the environmental and _ indi- 
vididual ones, has been kept in mind 
throughout. 

The question of how far the described 
combination of factors in the family 
constellation can be considered to be 
“specific’’ for the development of obes 
ity cannot be answered at present. We 
are not acquainted with a comparable 
investigation of the family background 
of children suffering from a different 
somatic disorder which might be used 
as a control. The different elements 
which enter into the picture are similar 
to those which are encountered in psy- 
chological disturbances. The literature 
childhood 
abounds with references to maternal 
rejection and overprotection. 


on behavior disorders in 


Striking resemblance to the features 
revealed in the background of obese 


children was found in the description of 


the family constellation in essential 
alcoholism (}). The family frame was 
reconstructed from the material ob 
tained during psychoanalysis of an 
adult alcoholic patient. The passion for 
food as displayed by some obese people 
has been likened to the drunkard’s ad- 
diction to alcohol. The literature on the 
emotional factors of the food intake in 
obesity has been reviewed in a previous 
paper (/). 

The fact that patients develop differ 
ent disturbances in apparently similar 
surroundings emphasizes the impor 
tance of the individual’s responsiveness 
for the symptom formation. Whether 
one calls the inherent individual quali- 
ties “constitution,” “heredity,” or “‘an- 
lage,’ they in themselves cannot ex- 
plain a disorder, any more than a cer 
tain environment alone can create it. 
Corresponding changes in both appear 


to be essential for the development of 


disease processes. 
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SUMMARY 

Evaluation of the food intake and 
muscular activity of obese children 
which were discussed in previous arti- 
cles of this series indicated that factors 
in the home environment had contrib- 
uted to the development of obesity. 

The purpose of this investigation was 
to disclose common, if possible typical, 
features in the family constellation. 
The title “‘family frame’”’ is intended to 
designate that the problem was ap- 
proached from the angle of the parents, 
but 1s focussed upon the obese children. 
Their response to the family environ- 
ment, however, will not be discussed in 
the present report. 

The 40 families which were investi- 
gated represent a cross-section of the 
clinic population of obese children. The 
economic level was marginal. It will be 
necessary to supplement the findings 
by a study of patients coming from a 
higher cultural and economic level. 

The condition of the homes was sur- 
prisingly good. The amount of money 
spent for food was disproportionately 
large. 

The investigation of the background 
and personal development of the par- 
ents revealed many fathers as weak and 
unaggressive persons, with little drive 
and ambition. The mothers had suf- 
fered from great poverty and insecurity 
in their childhood and had been thrown 
upon their own resources early in life. 
They had reacted to their experience 
with self-pity and resentment and had 
been blocked in their emotional devel- 
opment. 

The difference in temperament be- 
tween the parents became even more 
apparent in the marital relationship. 
Only in few families was the marital re 
lationship satisfactory. Disharmony 
expressed itself in open fighting or con- 
tempt of the mothers for their hus- 
bands. With few exceptions the moth- 


ers were domineering in the life of the 
families. 

The families were conspicuous by 
their small size. Seventy per cent of the 
children were only children or the 
youngest. There were many admitted 
abortions, and more than $0 per cent of 
the children had been unwanted. The 
sex of the boys had frequently been a 
disappointment to the mothers. 

A marked ambivalence was apparent 
in the attitude of the mothers towards 
the obese children. A fundamental re- 
jection was compensated for by over- 
protection and excessive feeding. Hos- 
tility of the mothers expressed itself in 
unreasonable and cruel discipline. 
Greater security was revealed in the re- 
lation to the fathers, who, however, 
were too weak to give positive guid 
ance. The handling of other children 
varied; marked differences were not un 
common. 

The obesity of the children was rare- 
ly a matter of concern to the parents, in 
contrast to the exaggerated concern 
over acute physical disorders. Fear of 
sexual maldevelopment was marked in 
the parents of obese boys. Cooperation 
and interest in treatment were fre- 
quently poor. 

The home environment as described 
did not offer adequate emotional secur 
ity. In these surroundings food had 
gained an exaggerated importance. It 
had been charged with a high emotion- 
al value and stood for love, security 
and satisfaction and represented in all 
instances an important tie in the rela 
tionship between parents and children. 
The parents hesitated to withhold food 
in order not to upset a precarious bal 
ance. 

Muscular activity and social con- 
tacts, on the.other hand, had been asso 
ciated with the concept of danger, 
threat and insecurity. 

The occurrence of excessive intake of 
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food and of avoidance of muscular ac 
tivity, two important factors in the de 
velopment of obesity, becomes compre 
hensible under these circumstances. 
They are expressions not only of a 
disturbance in the weight regulating 
mechanism but of poor social adjust 
ment and delayed emotional matura 
tion. 


The present report has been deliber 


ately restricted to the description ot the 


environmental forces. The conjugate 
importance of the individual respon 


siveness is emphasized. The discussion 


of this factor will form the content of a 


later article. 
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PERIODICAL LITERATURI 


Cardiovascular 

Sunur, Sipney: Cardiac Neurosis Asso- 
ciated with Organic Heart Dhisease. 
{merican Heart Fournal, 1939, vol. 18, 


p. 1§$ 3. 


Due to the erroneous teaching that the 
diagnosis of neurosis is to be entertained 
only when organic disease has been ex- 
cluded, many cases of cardiac neurosis 
superimposed upon organic heart disease 
are not properly diagnosed and treated. 
hese cases are susceptible to accurate 
diagnosis because of characteristic predis- 
positions, precipitating factors, symptoms, 
signs, and therapeutic tests. 

In one hundred seventy-two miscella 
neous cardiac patients, the most frequent 
pred sposing factors to neurosis were found 
to be a family history of neurosis, a hyper- 
sensitive, emotionally unstable personality 
type, and in women, the menopause. The 
presence of organic heart disease was a 
factor in localizing the neurosis to the pre- 
cordium. ; 

lhe most frequent precipitating cause of 
cardiac neurosis superimposed on organic 
heart disease was the physician, who exag- 
gerated the sev erity of the disease. Other 
exciting causes were abnormal precordial 
sensations, particularly those caused by the 
arrhythmias, trauma to the precordium, 
and reverses in business, family life, etc., 
occurring immediately before the onset of 
symptoms. 

Precordial distress was complained of in 
g6 per cent of cases of pure cardiac neurosis 
and 8 per cent of neuroses superimposed 
on organic heart disease, as compared with 
per cent of organic heart disease pa- 


tients, excluding those with coronary occlu- 


sf 


ion. The pain was of characteristic nature: 
“sticking” or “twinging,”’ often followed by 
prolonged soreness. Other symptoms in 
cluded weakness, sighing respiration, in- 
somnia, ringing or pounding synchronous 


with the pulse, dizziness, nervousness. 


, NOTES AND CORRESPONDENCI 


Deep tenderness or superficial hyperalgesia 
in the left inframammary region was elic- 
ited in approximately three quarters of the 
patients with neurosis, with or without 
underlying organic heart disease, as com 
pared to less than five per cent of patient 
with organic heart disease alone. 

Relief from symptoms and the disappea 
ance of inframammary tenderness and 
hyperalgesia by the use of suggestion plus 
a small amount of novocaine intradermally, 
ethyl chloride spray, and at times, saline 
intradermally or a red colored placebo pet 
os, constituted a definite therapeutic test. 
Relief varied from hours to months, and 
recurrence followed psychic trauma or sug 
gestion as well demonstrated in the in 
teresting ten Case h tories deta qd il th 


artic le. 


Veurologicai 


g 
Psychoanalytic hh 
vestigation of a 71-Year Old Man with 
Senile Dementia. P ve hye GnNAaLVI 1 Dua 


terly, vol. 9, 1940, pp. 80-97. 


GrRoTJAHN, MAarrTIN: 


The aim of this psychoanalytic study 
was neither to reveal the possibl 
senile dementia nor to correlate psych 
analytic and organic findings. It is the 
yn of the author that before any 


assumpti 
attempt at correlation is made, the fact 
for such correlation must be found. There 
fore it was attempted in this case study t 
describe and to understand the psycho 
dynamic development of a senile dementia 
with psychoanalytic concepts. The cass 
history is given as well as a report of a five 

month period during which the patient 
underwent psychoanalytic and psychiatric 
observation. After this, an attempt is made 
at psychoanalytic interpretation and _ re 

construction of the psychodynamics in th 

individual case. The report does not ove 
step the limitations of an individual cas 
study. The very tentative generalizations 
are concerned with the special significance 


of the castration feal cases W th senile 
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psychosis, especially with the psychotic 
denial of this castration fear in old age. The 
importance of the senile impotency as a 
repetition and reactivation of old childhood 


anxieties is pointed out. The process of 


growing old with its psychological, biologi- 
cal and social dependence is described as a 


narcissistic blow in itself. In the example of 


this studied case the individual childhood 
situation could be followed in its dynamic 
connection with the later development into 
the personality of ““Dad Thomas” and its 
later change into the senile dementia. It 
seems probable that the process of growing 
old concerns more the ego than the id. 
Author’s Abstract 
General 
ALEXANDER, FRANz and WILson, GEORGE: 
Quantitative Dream Studies: A Method- 
ological Attempt at a Quantitative Eval- 
uation of Psychoanalytic Material. Psy- 
choanalytic Quarterly, vol. 4, 1935, p- 371- 
The results of the “Quantitative Dream 
Analysis” of unconscious tendencies as ex- 
pressed in dreams of analyzed patients with 
gastro-intestinal disturbances may be sum- 
marized very briefly as follows: patients 
with peptic ulcers show intense in-taking 
tendencies both passive receiving and ag- 
gressive taking. These tendencies are re- 
acted to with an unusual amount of con- 
flict. In chronic diarrhoea cases there are 
intense in-taking desires to be more passive 
receiving than active taking. The patients 
are on top of the list in the frequency of 
their compensatory giving. Giving tenden- 
cles outweigh the attacking tendencies. 
Both cases of patients are highly receptive, 
both have strong compensatory giving ten- 
dencies, for the purpose of solving the in- 
tense conflict about their in-taking atti- 
tude. The difference is that patients with 
diarrhoea show a higher amount of com- 
pensatory giving than those with peptic 
ulcer. The diarrhoea patients attempt the 
compensation symbolically—the ulcer pa- 
tients try to compensate with actual ef- 
forts and activity, in real life. Patients 
with constipation have the strongest re- 
tentive wishes in the 18 cases who are in- 
vestigated by psychoanalysis and a statis- 
tical evaluation of their dreams. They are 


furthermore characterized by a high per- 
centage of aggressive eliminating urges and 
a lesser urge to give. The method of quan- 
titative dream study as used by the authors 
is an attempt to obtain a picture of the 
economic disposition of the fundamental 
dynamic tendency in a personality. The 
quantitative data obtained by this method 
can be evaluated and integrated only in 
conjunction with the psychoanalytic tech- 
nique and in cases which have been com- 
petently psychoanalyzed. It gives a reliable 
instrument for measuring the intensity of 
dynamic tendencies which otherwise can 
only be roughly estimated. 


M. G. 


ALEXANDER, FrANz: Psychoanalysis Re- 
vised. Psychoanalytic Quarterly, vol. 9, 
1940, pp. 1-36. 

It is not always the task of a reviewer to 
save the reader the study of the original 
paper. In the case of this very essential and 
fundamental publication of Dr. Alex- 
the shall be limited to 
directing the attention to the original pub- 


ander’s, review 
lication itself. 
Alexander starts with an analysis of the 
“Human Setting of the Development of 
Ideas” 
starting point and atest case. He proceeds 
to clarify some controversial issues of out- 


using a recent publication as a 


standing importance for psychoanalysis. 
“The Pitfalls of the Dialectic Approach” 
are pointed out in some striking examples: 
libido, 


situation, 


sociology VS. biology, culture VS. 
actual childhood 
dynamic structure vs. the repetition com- 
pulsion, fear of the hostile world vs. frus- 
tration, cultural 
family constellations. 

Alexander believes that it is the psycho- 
analytic instinct theory which is most un- 
satisfactory, but it is unsatisfactory not be- 


situation vs. 


influences vs. specific 


cause it is too biological, but because it is 
not sufficiently so. Its most vulnerable spot 
is the evaluation and definition of the rdle 
of sexuality. The attempt to make psycho- 
analysis more sociologically and less bio- 
logically oriented is unsound because psy- 
choanalysis must integrate both with biol- 
ogy and sociology at the same time. Man is 
a complex biological organism, an individ- 


he 
od 


In 


n- 


le 


ot 


an 


he 
( if 


ds 


it- 
h”’ 


lo, 
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ot 
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ual personality, and a member of a highly 
organized social group. He must be under- 
stood and described in physiological, psy- 
chological and sociological terms. 


M. G. 


Deurscu, Fevix: The Choice of Organ in 
Organ Neuroses. /nternational Journal of 
Psychoanalysis, vol. 20, Parts 3 & 4, 
July-October, 1939. 

The choice of organ in organ neuroses is 
determined 1) by the specificity of the per- 
sonality organization, 2) the specificity of 
the organic symptom complex, and 3) the 
interaction between these two factors. The 
fourth point is the specificity of the neurosis 
in the environment, which gives a further 
impulse in the direction of the choice of 
organ. 

The task of future investigations, as sug- 
gested by this point of view is, 1) the study 


ot the earliest roots of the interaction of 


physiological functions and instinctual life, 
and 2) the study of the action of certain 
neurotic factors of the environment in their 
influence on the choice of organ in organ 
neuroses. 


M. G. 


Moscucowitz, Ext: Vhe Psychogenic 
Origin of Organic Diseases. The New 
England ‘fournal of Medicine, vol. 212, 
1935, pp. 603-611. 

That reiterated emotional reactions can 
cause the anatomical lesions of organic dis- 


ease cannot be proved by instruments of 


precision, but rather by prolonged observa- 
tion of the life history of the disease. This, 
the author feels, is the special prerogative 
of the general practitioner, and as such he 
describes his observations on five diseases 
which he believes to be of “psychological 
origin.” 

Essential hypertension commonly occurs 
in people of the obese, flabby muscle 
habitus. Psychically these people are tense, 
serious and irritable. They are completely 
occupied with their daily work, their in- 
tellectual interests are few, their greatest 
handicap, their inability to relax. These 
men are the by-products of the increasing 
swiftness of pace of modern civilization. 


Essential hypertension is merely the exag- 
geration of a normal phenomenon, namely, 
intravascular tension, occurring in people 
of the above disposition. 

Graves’ syndrome trequently dates from a 
sudden emotional crisis or conflict in per- 
sons of a sensitive nature, persons who 
swing from ecstasy to profound depression. 
This sensitivity was found by Lorand and 
Moschowitz (7. Nerv. & Ment. Dis., 79 
136, 1934) to be the result of excessive pro- 
tection by the parents in early childhood. 
Graves’ syndrome IS merely the exaggera- 
tion of a personality trend, the thyroid 
gland becoming involved by an unknown 
mechanism, possibly through the auto- 
nomic nervous system or an endocrine im- 
balance. 

Gastric and duodenal ulcer, after a briet 
survey of their experimental production, 
seem to be neurogenic in origin, with hyper- 
chlorhydria as the immediate mechanism 
(Mann, Exalto, Ivy and Dragstedt). The 
predisposing personality is the highly irrit- 
able, sensitive, introspective one which pre- 
cedes the disease by many years. The dis- 
ease frequently dates from an emotional 
upset. 

Cardiospasm (quoted from the experience 
of Dr. Asher Winkelstein) frequently fol- 
lows psychic trauma although it also has 
other causes. In all cases the mechanism is 
a disturbance in the vegetative nervous 
system, specifically the vagus nerve. Some 
cases of psychic cardiospasm can be cured 
by psychotherapy. 

Spastic colon and mucous colitis with ab- 
normal motility, contractures and _ secre- 
tions of the colon, are seen in high strung, 
irritable patients. These patients secure 
striking relief from pure psychotherapy. 

The common features of these five or- 
ganic diseases of psychogenic origin are 
1) the exaggeration of normal function, for 
example, hyperchlorhydria in peptic ulcer; 
2) the diseases are essentially human dis- 
eases not capable of being produced in the 
lower animals, with the exception of peptic 
ulcer; 3) they rarely occur before the age 
when emotions, reasoning power, and ad- 
justments become sensitive and complex; 
4) their extraordinary tendency to recur- 


rence; 5) these diseases have a consistent 
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relation to world Crises and emotional 


Stresses. 
be directed at pro 


freatment should 


phylaxis which is achieved only by detailed 
nquiry into the patient’s social and emo 
tional life, as well as his physical being. 
\ thorough history may not be enough to 
effect a cure, but in many cases, patient ob- 
n, broad sympathy and 


ill be sufficient. 


common 


W. W.H., Jr. 


BERLINER, BERNHARD: The Psychogenesis 
Disease. Lhe Psy ho 


. ont pan ] om > > 
Juarterly, VO, » 1934, pp. 30d 


of a Fatal Organi 
adilda iit 
The author reports about 4 case which 
suffered from a combination of hysteria and 
existence of genital 


ce pression due to the CO 


repression, fixation and regression to early 


Stages of development and of an excessive 
The tremendous 


of superego would not allow hyster- 


and tyvrannic al superego. 


tension 
ical conversion symptoms to develop but 


} } 


produced which 


served the depressive impulses to self- 


true Organic 


symptoms 
destruction. The death of this woman was 
a dramatic acting out of the psychic con- 
flict. The woman, $1 years old was seen by 
the analyst only 26 times and the analytic 
treatment could not prevent the fatal result 
because it had come too late. She suffered 
from a dysentery-like colitis from which 
the internist made the diagnosis of a psy- 
chogenic disorder. The patient re enacted 
with her husband and daughter her oedipus 
fixation upon her own father and mother 
and she was unable to find a way out ex- 
cept by an intensified identification with 
her mother with whom she finally sought 
reunion in illness and death. Duplicating 
her mother’s death, who also died of colitis 
during which illness the patient was her 
nurse, the patient found expiation for her 
guilt, redemption from suffering and re- 
n death. 


M. G. 


j 


union with the beloved mother 


Book Reviews 


LEDERER, Francis L.: Diseases of the Ear, 
Nose and Throat. ¥. A. Davis Co., Phil- 
adelphia, ed. 2, 1939, xvilit+840 pp., 


31 


lhis book has been accepted widely as a 
text in undergraduate and postgraduate 
Kurther, it is 
distinguished to a high degree throughout 


courses on Otolaryngology. 


by the author’s vision and interpretation of 
the specialty as an part of the 
whole of basic and clinical medicine; it is 


integral 


revie wed here because the attention of the 
Orolarvngologist has been focused on mod- 
psychiatric considerations in 


until 


rn 
Citl 


cialty 


his spe- 


now, a departure which is 
decidedly rare for such textbooks. 

lhe scope of the subject has naturally 
precluded any exhaustive development of 
psychiatry, per se. Since the head and neck 
are for obvious reasons prominent for the 
ncidence and d 


Giversity of symptoms re 


flecting every type and degree of neurosis, 
ind this volume 
of unusual interest. author the 
text generally and again in 


ng chapter 


a separate, sum- 


marizi titled “‘Psvchiatric As- 


pects”’—has identified and described in de 
tail each neurosis of the ear, nose and 
throat. Indeed, a real contribution to the 


advancement of these two specialties is 
the case of Otolaryngol 


ogy, by the recognition which Dr. Lederer 


evidenced here 


has accorded to the réle of psychic traumas 
the 
head and neck; and by the definition, in the 
case of Psychiatry, that he has given to 
those things which constitute one 


and neurotic affections of 


In organic 


and or 
the other. Such traditional and faulty prac- 
for neuroses as, for 
example, the application of acids or hot 
mirrors to the throat in 


tices of shock therapy, 


cases of “‘hysteri 
cal” aphonia, are made notorious by their 
omission from the text and by the repeated 
1, to modern 
psychiatric and psychoanalytic methods of 
treatment. At least 


from 


reference, wherever indicated, 
Orolaryngology has 
obscure 
still 


pressed by such terms as 


been divorced concepts of 


neurotic disorders, commonly ex- 
‘nervousness’, 
and “functi 
This work should give added impetus to the 
making in the 


] 4 ] . 
study of neuroses by stimulating the active 


‘‘neurasthenia”’ onal disease. 


progress which many are 


interest of the profession at large in similar 
programs. 

The neurologist, psychiatrist and psy- 
choanalyst will note in the 


t hé se pages 


ise. 

» the 
the 

pulvc; 

nilar 


psy - 
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great degree of certainty with which an 
Orolaryngologist is able to determine and 
to evaluate the réle of organic and psycho- 
somatic pathology in his field. Prominent 
examples of this are to be found in the 
chapters dealing with vasomotor disturb- 
ances of the ear, nose and tracheo bronchial 
tree; with certain types of vertiginous at- 
tacks and of deafness; with headaches; with 
laryngospasms (hyperphonasthesia) and 
laryngopareses; with paresthesias and hy 
poesthesias of the pharynx; etc. It is not 
amiss to stress here the author’s oft stated 
remarks on the fulfillment of medical prac- 
in this in- 
stance, in cases of psychosomatic affections 


tices by dismissing expediency 


and, in its stead, observing every means 
to make each case the object of a coopera- 
tive and adequate series of studies. 

The book has been illustrated profusely, 
mostly by original case-portraits, drawings, 
charts and photomicrographs. It is appar- 
ent that strict attention has been given to 
the pedagogic value of each. The type of 
paper and print, its double-column page 
and the manner in which labels have been 
printed directly on figures to obviate codes, 
are all details in composition which further 
lessen what is at the best a task when the 
medium of the printed word represents a 
source of basic information. 


The writer of this review recommends 


the above volume particularly because of 


his Knowledge resulting from his close asso- 
ciation with the author of the innumerable 
merits of this contribution of Dr. Lederer 
to American medical literature. 


Ls de 


Futcuin, Simon H.: Jntelligence and 
Crime: A Study of Penitentiary and Re- 
formator\ Off nders. Vhe University of 
Chicago Press, Chicago, 1939. $2. 

In the past it was thought that there was 

a high correlation between intelligence and 

crime. This impression was based on studies 

which were poorly controlled. Mr. Tul- 
chin’s book represents the results of very 
careful and painstaking psychological stud- 
ies made on over ten thousand penitentiary 
and reformatory offenders during the pe- 

od between Ig2 to 1927. The book 1S 
replete with tables, charts and statistical 


analyses of his findings. The author used 
the Army Alpha tests except for the illiter 
ate and foreign born when the Beta test 
was administered. Individual tests were 
given to those rating below C—. The scores 
were compared with those of the men in the 
Illinois Draft Army, the author assuming 
them to be representative of the young men 
in the state. In general, the proportion of 
inferior, average and supe rior ratings 
among the inmates was very similar to that 
in the general population. 

Mr. Tulchin, realizing the importance of 
other variables, obtained information on 
physical and social factors. The book is 
divided into two sections. The first sectio1 


] 1 
is concerned with correlations of intell 


gence and nativity, race, recidivism, age on 


admission, height, weight, educational re 
} 1 
ord, marital s 


a+ 


atus, employment status, 
and religion. Correlations between the 
types of crime and the above factors are 
reported in the second section. 

Native whites with one foreigi parent 
made better scores than native whites of 
native parents. Next came natives of for 
eign born parents. Lowest scores were made 
by the foreign born and Negroes, with the 
Southern-born Negroes sco 
born in the North. 


The classification 


ny bel W the s¢ 


according to the types 
of crime was as follows: fraud, robbery, 
larceny, burglary, murder, sex crimes, and 
a miscellaneous group. In general, individ 
uals of all grades of intelligence were found 
in all crime groups. The highest media 
Alpha scores were made by the men com 
mitted for fraud, and the lowest scores by 
men committed for sex crimes. 


] ¢t 
reiatior 


There was a small positive cort 
between intelligence and height. The pet 
centage of inferiors was greater, and the 
median Alpha scores lower at the two ex 
tremes of the height distribution 


| 
igie men were greatel 


Percentages of si 
for the penitentiary inmates than in th 
state at large. The median Alpha scores fo1 
the married men were slightly higher than 
those for the single mer 

Kraud was more frequent among native 
whites than among the foreign born and 


Negré es. 


Murder Was three times a frequent 
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among the foreign born and Negroes as 
among the native born groups. 

Regarding age, $3.9°; of the men aged 6 
or above were serving sentence for sex 
crimes and fraud as compared with 11.4% 
between 20 and 2§ years of 


of men age 
i 


serving for the same crime. While 80.5; 


ot men between 20 and 25 years of age were 
serving sentence for robbery, larceny and 
burglary, only 15.4°¢ of the older men were 
serving for the same crime. More men were 
serving sentence for fraud and sex crimes 
among the married than among the single 
inmates. 

A separate section is devoted to a study 
of the 153 women in the Illinois State Peni- 
tentiary for Women. Since this number is 
too small for statistical evaluation, the 
author presents his findings with this limi- 
tation in mind. 

It is gratifying to note that the author ts 
objective and critical in his definition of 


‘“‘teebleminded.” He prefers to speak ot 


“test score classification” rather than “‘in 
telligence.”” Mr. Tulchin makes no sweep 
ing or startling conclusions and realizes 
that statistical studies alone are not likely 
to solve our problems. His work has served 
to stimulate more questions. 

Illinois now has a psychiatric staff in 
connection with its penal institutions. All 
prisoners are classified psychiatrically at a 
diagnostic depot. Emotional and sociologi- 
cal as well as physical and psychological 
data are being gathered. Since the legal 
classification is often misleading, it would 
be interesting to make further correlations 
using the psychiatric classification of the 
inmates. 


This be 0k 


criminologists, sociologists, lawvers, social 


is highly recommended for 


service workers, psychologists and others 
interested in the various phases of crimi- 
nology. 


M. A. S. 
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NOTES 


PRESENT METHODS OF TEACHING* 


Fetrx Deutrscu, M.D., M. Ratpw Kaurman, M.D., ann 


Herrman L. Brumcarr, M.D.** 
THE INTIMATE relationship between 
psychologocal factors and bodily func 
tion has always been recognized in 
medicine, but the task of conveving the 
importance of this relationship to med 
ical students has depended more on the 
individual teacher’s interest than on 
any considered program. To facilitate a 
study of the problem and to formulate 
a teaching program, a collaboration be 
tween psychiatrists and internists was 
considered essential. The Beth Israel 
Hospital, because of its compactness, 
excellent clinical material, and general 
administrative and clinical organiza 
tion offered an unusual opportunity for 
this type of endeavor. The teaching was 
adapted primarily to a somewhat 
changing group of fourth vear medical 
students, the resident statt, and many 
of the Junior visiting physicians. 

In outlining our teaching program 
we shall first present briefly some of the 
basic psychological concepts imparted 
to the students, for one cannot discuss 
teaching without specifying what one 
teaches. The organization of the nor 
mal personality and the normal rela 
tionship between physiological and 
psychological function must be clearly 
delineated to the students. There are 
: Th s study nas b na i da b i grant from th 
Josiah Macy, Jr., Foundatior 

** From the Medical Research Department and 

Psychiatric Service, Beth Israel Hospital, and th 
Harvard Medical School, Boston, Mass 


Read at the annual meeting of the American Psy 
Association, joint session with the section on 
hoanalvsis and th American Psvchoanalvytic 

\ Wednesd Mav 22, 1940, Cincinnati, 


many schools of psychology, ranging 
from the superficial, phenomenological 
types to the so-called “depth psychol 
ogy,’ which emphasizes unconscious 
factors in the motivation of human be 
havior. Our own orientation in regard 
to the psychosomatic problem is de 
rived from the so-called “dynamic 
genetic” schools of pss chology t which 
emphasize the importance of life expe 
riences beginning in infancy. A different 
orientation does not necessarily alter 
the effectiveness or validity of the 
teaching program as outlined. Our 
point of View Was formulated tO the 
student along the following lines: 
Certain primitive biological needs 
are common to all individuals. In in 
fancy they center in the feeding, secre 
tory and excretory functions. Certain 
of these needs are satished within the 
organism independently of the environ 
ment. Others, such as feeding, are de 
pendent for their fulfillment on the en 
vironment, as mother and nurse, and 
soon become intimately related to and 
conditioned by the environment. They 
thus become secondarily emotionalized. 
Without discussing the full theoretical 
implications ot these Statements, one 
may state that patterns of emotional 
behavior are thus laid down, which con 
tain both psychological and somatic 
components. The infant reacts to the 
gratification or frustration of these 
needs with emotional responses. The 
gradual adaptation to reality begins at 
this period, and specific, emotional sig 
nificance is attached to an individual in 
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the environment according to the rdéle 
he plays in the fulfillment or frustra 
tion of these needs. The manner in 
which a person reacts to conflicts is 
greatly influenced by his reactions at 
this time. These conflicts may be solved 
either normally or neurotically. 

A brief example of normal conflict 
and solution may be given to the stu 
dent: A child may have a marked pref 
erence or wish for a certain type of food. 
The mother denies the child’s wish. 
The child may react to this denial with 
hostility. Since there is a need to retain 
the mother’s love, this hostility may 
not be expressed because of a fear of 
punishment or loss of affection. The 
conflict then is between the wish for the 
food and the fear of losing the mother’s 
love. The child’s solution may be the 
acceptance of a substitute for the de 
sired food or the acceptance of the de 
nial. The rdle of the forbidding-parent 
may even be assumed by the child it- 
self through the mechanism of “incor 
poration,” and one sees in this mech 


anism a prototype of the pattern of 


conscience formation. Should this hap 
pen, subsequently in a similar situation 
there may arise a purely internal con 
flict involving the child’s conscience. 
During the further development of the 
child, various other biological needs ap 


pear. The gratification or frustration of 


these needs give rise to new conflicts to 


which the individual reacts in terms of 


his past experiences. The type of con 
flict may be similar in different persons 
and thus modes of behavior may uni 
versally have characteristics in com 
mon. 

Among these universal experiences 
are anxietv, shame, embarrassment, 
disgust, rage, pleasure, the need to be 
loved, and various forms of psycho-sex- 
ual satisfactions. Each of these com- 
plex emotional states has physiological 
reverberations: Shame may be accom- 
panied by blushing; disgust by nausea; 


anxiety by pallor, increased blood pres- 
sure and heart rate. These physiologi- 
cal responses are not invariable, but 
tend in each individual to repeat the 
psycho-physiological characteristics 
laid down in early life. The degree to 
which psy chological factors distort or 
inhibit the somatic component may de- 
termine whether the bodily functions of 
an individual will respond normally or 
pathologically. 

The student should recognize that 
the age period in which somatic illness 
occurs is of great importance, because 
of the difference in psychic status. An 
illness occurring at five may havea sig 
nificance to the individual that is dif 
ferent from the same illness occurring 
at fifteen. Coming at the height of an 
unresolved hostility to a parent, it may 
be interpreted in fantasy as retaliation 
or punishment. In another situation in 
which the need for sympathy and aftec- 
tion from the parents is threatened by 
the arrival of a new sibling, the illness 
may provide a solution for the rivalry. 
Environmental stresses, cultural fac 
tors, social needs present at any given 
period in the life of the individual play 
an important role. 

\n illness gives rise to a certain im 


mediate gain in terms of gratification of 
various needs, and this exploitation of 


illness or “secondary gain” plays an im- 
portant role and may often determine 
its course and outcome. The gain here 
involved, however, arises after the on- 
set of the illness, and should not be mis- 
taken by the student for the etiological 
factor. There is a tendency to over- 
evaluate immediate reality factors as 
etiological rather than as precipitating 
causes of psychosomatic illnesses. 


FatLtacy oF DiaGcnosis or PsycuHo- 


NEUROSIS BY ExcLuSION 

It is not uncommon in a general hos- 
pital for a patient to be referred to a 
psychiatrist with the diagnosis of “‘psy- 
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choneurosis, no organic findings.”’ This 
might be called a diagnosis of psycho- 
neurosis by exclusion. It is essential to 
demonstrate to the student that the 
criteria for the diagnosis of a psycho- 
neurosis are positive and not negative. 
lor this purpose, it is pertinent to dis- 
cuss the psychopathological structure 
of the common neuroses, particularly 
those neuroses which involve somatic 
symptomatology. 

A neurosis is a dynamic state of un- 
stable equilibrium which represents a 
partially successful solution of a con- 
flict. A neurotic conflict-solution in the 
example cited above would be as fol- 
lows: The child, not receiving the food 
it wishes, is forced to accept tne substi- 
tute food because it fears either direct 
punishment or loss of the mother’s af- 
fection. It eats the food and may then 
vomit. In this way, the child both ac 
cepts the command to eat and at the 
same time rejects the unwanted food. 
The pattern of vomiting laid down at 
this stage will subsequently be revived 


in any situation which Is reminiscent of 


and associated with a similar type of 
conflict. If the current conflicts are of 
such a nature that the ego organization 
cannot arrive at a satisfactory solution, 
a regression to older patterns of behav- 
ior, 7.e., to conflict-solution mecha- 
nisms at a more primitive level, will re- 
sult. This formulation is in accord with 
the concept of regression as used by the 
psychoanalysts. In these attempts at 
solution, the individual responds with 
the same somatic patterns utilized in 
the earlier development of his per- 
sonality. 

The significance of early experiences 
vary from person to person. Conflicts 
which arise during the suckling period 
lead to psychosomatic responses which 
give a different direction to the devel- 
opment of personality than conflicts 
and experiences arising at a later date. 

The psychosomatic patterns of the 


various neuroses are of different de 

grees of rigidity. Neuroses which repre 

sent attempts at conflict-solution at the 
earlier and more primitive personality 
leveis, where psyche and soma are in the 
process of organization and physiologi 

cal and psychological function are more 
intimately bound together, will be more 
deeply imbedded and more resistant to 
psychotherapy. On the other hand, psy 

chosomatic disorders developed as con 

flict-solutions at a chronologically later 
personality level will show more elas 
ticity and more possibilities for dis 
placement from one organ to another. 
This may be seen in contrasting hypo 
chondriacal symptoms with hysterical 
ones. For the purposes of this report it 
is impossible to enter into a detailed 
discussion and description of the indi 

vidual psychoneuroses, but during the 
teaching conferences, their various as 

pects are thoroughly discussed. 

It must be demonstrated to the stu 
dent that he may make the diagnosis of 
psychoneurosis only in the presence of 
certain positive information. He must 
be able to demonstrate an actual con- 
flict between environmental factors 
and the individual’s needs, or a conflict 
arising from internal forces. Further- 
more, he should be able to demonstrate 
the patient’s attempt at solution and 
relate the current conflict-solution to 
an earlier situation in which similar 
mechanisms were utilized. He should 
also be able to demonstrate that the 
symptom complex has a definite con 
scious or unconscious significance and 
represents a partial, though unsatisfac 
tory, solution. In addition, he should 
be cognizant of the secondary gain in 
volved. 

The difficulties in the application of 
these criteria should not be minimized. 
The student, having made a thorough 
physical and psychological examina- 
tion, should learn that the mere ab 
sence of cytopathology does not always 
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indicate psychopathology, and that ev 
idence of psychopathology should be as 
definite as evidence of cytopathology 
before a diagnosis is warranted. 


THE PsycHoLoGicAL REACTIONS TO 
OrGANIC ILLNESS 


One of the great weaknesses in mod 
ern medicine has been the concentra 
tion upon organic symptoms to the ex 
clusion of the person with the organic 
disease. The psychological repercus 
sions to illness must be fully realized in 
order to comprehend and deal ade 
quately with the total situation. 

Organic disease has an exfrinsic sig 
nificance to the individual who is ill. 
This is aptly demonstrated in the case 
of syndromes which might be termed 
“stigmata illnesses.’’ An individual 
who becomes infected with syphilis, 
gonorrhea, or tuberculosis, diseases 
which are surrounded by certain cul 
tural taboos, will react in terms of his 
previous attitude to the taboos. The 
luetic after learning of the diagnosis, 
may avoid his physician, and rather 
than continue treatment, may be driv- 
en to a suicidal attempt because of his 
sense of guilt. It is the experience of 
many syphilologists that an individual 
may terminate his treatment as soon as 
the serological tests become negative, 
not because he 7s cured, but because 
the patient 4e/ieves he is cured, in order 
to avoid the guilt associated with the 
illness. Contrariwise, the patient may 
not believe the physician when told he 
is cured. His anxiety may be so great 
that he needs constant reassurance, re- 
turning again and again for further 
tests and treatment. 

There may be a tendency to exploit 
the organic illness to the fullest degree 
in order to receive compensation for the 
fact of illness. A youngster suffering 
from incapacitating chronic heart dis 
ease may develop a certain type of per- 


sonality structure as a result of the 
illness, with the whole pattern of his 
life centering around his invalidism. An 
individual, on whom the responsibili 
ties of a family weigh heavily will react 
quite differently, showing either guilt 
and anxiety or an unconscious relief 
from responsibilities. In the one in 
stance, there is the psychological need 
for rapid recovery; in the other, a pro 
longed convalescence may result. 

On the other hand, certain organic 
illnesses which are associated with fear 
otf death, such as cancer, may lead toa 
psychological denial of the seriousness 
of the situation. One may observe such 
a mortally ill person, apparently full of 
optimism, constantly making plans for 
the future. 

If the diseased organ happens to be 
one that has been used in the solution 
of certain conflict situations, the subse 
quent reaction to the illness may be of 
considerable significance. The hypo 
chondriac, who because of guilt andanx 
iety has always feared heart disease, 
may welcome actual heart involvement 
as a punishment for his unconscious 
fantasies; or his anxiety may increase 
to such tremendous proportions that 
the prognosis of the illness becomes 


much more grave. 


THE Parient-Puysician RELATION 
SHIP 


The patient-physician relationship, 
based as it is on reciprocal emotional 
attitudes, is a very important element 
in the art of medicine. Too little atten 
tion has been paid to the multiple fac 
tors which enter into this relationship. 
It is often not realized that the physi 
cian plays a psychological rdle which is 
not altogether determined by reality. 


This is evidenced by the devotion of 


many patients to the family practi 
tioner, not because he is a better scien 
tific physician, but because he is a com 
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bination of father confessor, authority, 
and arbiter in the solution of family 
difficulties. 

The physician, as a rule, is accus- 
tomed to expect only favorable reac- 
tions and tends to accept himself at the 
patient’s overevaluation. The emo- 
tional attitudes of the patient to the 
physician are based upon earlier expe- 
riences. The physician may be identi- 
fied with figures, such as the father, 
which played an important réle in the 
early life of the patient. In addition the 
role of the physician is determined by 


many other factors, not the least of 


which is the expectation of a cure. As a 
rule the positis e aspects come to the 
foretront rather early. Sooner or later, 
the patient, either because of disap- 
pointment, frustration, or identifica- 
tion of the physician with earlier fig- 
ures, May acquire certain hostile reac 
tions. The physician on his part may 
also dev elop certain emotional reac- 
tions towards the patient. “Good” pa 
tients are those whom they can cure 
easily, and “bad” patients, those they 
cannot cure. Or the attitude of the phy- 
sician may depend upon the type of ill- 
ness presented by the patient: whether 
the illness is understood in terms of or- 


ganic etiology , Or 1s to some degree of 


neurotic origin and therefore not eval- 
uated properly. 

The ambivalence of the patient’s 
emotional attitudes may be conscious 
or unconscious, but the physician, un- 
less he understands these phenomena, 
to which one school of psychology has 
given the name of “transference,” may 
fail to comprehend the illness and the 
patient’s problems satisfactorily. In- 
stead of realizing that, to a great ex- 
tent, the patient’s attitudes towards 
him are a repetition of earlier attitudes, 
he tends to accept them at their face 
value and reacts as if he were the ob 
ject of overevaluation or of hostility . 


The therapeutic values inherent in 
this relationship are considerable and 
should be emphasized to the students. 
Many physicians unconsciously create 
such positive relationships. One hears 
of doctors who have extraordinary 
therapeutic results because of a ““won 
derful personality.”’ But it is not suffi 
cient for the doctor to have such a per 
sonality. He must also attempt to un 
derstand why his personality is ettec 
tive with some patients and fails with 
others; he must evaluate his success 
and failure not only in terms of tech 
nical medical skill, but also in terms of 
the emotional relationships involved. 


History TAKING 


The technique by which the student 
is to obtain data pertinent to the evalu 
ation of the psychosomatic problem 
must | clearly delineated. Too often 
the so-called “psychiatric” point of 
view in general medicine implies merely) 
collecting an increased amount of ma 
terial concerning the patient’s life. This 
technique may be useless or even mis 
leading to the physician and unneces 
sarily disturbing to the patient when 
the material has no relevancy to the 
problem at hand. The task is to obtain 
not only facts, but those facts which, in 
the light of the concept of genetic inter 
relationships, will throw light on the 
nature of the illness and its relation to 
the patient’s problems. 

The methodological approach in 
volved is one that still requires further 
thought and formulation. In our own 
work with students, attempts were 
made in several directions. The ap 
proach which seemed to offer the best 
possibilities for obtaining pertinent 
data might be called the “listening 
method.”’ Its aim is to obtain both the 
material which would be usually elic 
ited by the question-answer technique 
and other material which the patient 
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ordinarily does not disclose. At the cen 
ter of the problem stand the complaints 
of the patient. It is important not only 
to get the complaints in the words of 
the patient, but also to observe the 
manner in which he presents them. 
This frequently gives us our first hint of 
the personality structure of the indi- 
vidual. Since contact with the patient 
is first established at this point, it is es 
sential that the student or physician 
permit the patient to tell his Story of 
the illness in his own words without be 
coming inhibited by the attitude of the 
physician. To this end the physician's 
attitude should be one of néutral sym 
pathy, listening to what the patient 
says, observing how he reacts and by 
indirection for the most part, getting 
the trend of the patient’s story. At no 
time should the patient be given the 
impression that the physician is look- 
ing for any special type of material, 
since certain patients may attempt to 
give a story W hich would fit into their 
pre-conceived notion of what the doc 
tor wants. 

\ method which is advantageous in 
this held, is that of the “Associative 
Anamnesis, developed by one of us 
(Fk. D.). The object of the associative 


anamnesis 1s to learn the causation of 


the symptoms and their significance to 
the patient in terms of his life experi- 
ences from earliest childhood. Not only 
what the patient says, but also the 
phase of the interview in which he says 
it, in association with what ideas, and 
the manner in which it is given are sig 
nificant. The recollections of past as- 
sociated organic and emotional disturb 
ances are important. 

rom this type of interview, one may 
learn about the patient’s neurotic con 
flicts, their rdle in motivating the char 
acteristics of his life, and the psycho- 
logical role played by those close to 
him. One may acquire insight into his 
early family relationships, and obtain 


definite clues as to how, why, and when 
the patient developed his symptoms, 
how his psychological make-up was 
thereby influenced and how he used the 
affected organ system in conflict situa- 
tions. 

There are many difficulties inherent 
in this type of approach, since it re 
quires a certain inner freedom to accept 
information from whatever source and 
of whatever nature. The emphasis on 
emotional aspects naturally tends to 
set up reverberations in the examiner's 
own psyche and the tendency to emo 
tional blind spots is present in all of us. 
One tends never to see aspects of one’s 
own emotional problems in others, or to 
constantly see them where they do not 
exist. 

Relevant psychological material con- 
cerning the illness of the patient 1s ob 
tained not only through the anamnesis, 
but also during the course of the phys 
ical examination. Relatively little at 
tention has been paid to the psycho- 
logical reaction of the patient to the 
physical examination. The student 
should be taught to observe the pa- 
tient’s emotional response, which may 
reveal attitudes not otherwise obtaina- 
ble. Does the patient show any evi- 
dence of shame, anxiety, apprehension 
or impatience? Does he seem to fear 
the impending examination? Does he 
make any comments to the examiner? 
What are the physiological expres 
sions of his emotional reactions? Does 
the patient blush, perspire, show pal- 
lor, trembling, or agitation? A patient 
who shows profuse perspiration, pal- 
lor, tachycardia, and other evidences 
of anxiety should as a rule also have 
subjectiy c feelings of fear or anxiety. 
The denial of any subjective feelings 
should be noted, since it may indicate 
that the patient’s method of handling 
his emotional life is by the process 
of suppression, in which the physiolog- 
ical responses are present, but the sub- 
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jective aspects are not usually revealed. 


The examination of certain systems, 
especially those to which the patient re- 
fers his symptoms, is always emotion- 
ally important to the patient. Close 
attention should be paid to what he 
talks about during the course of the 
physical examination. Any sudden shift 
in the trend of conversation, any emo- 
tional response or lack of response 
should be noted. 

The examiner’s own emotional atti- 
tude throughout the examination 1s im- 
portant. He should not suggest, through 
his own reactions or attitudes, any 
overt emotional response to the find- 
ings on physical examination. An ap- 
prehensive patient is constantly on the 
alert, watching the behavior and facial 
expression of the physician. Too often 
an anxiety patient may be precipitated 
into a panic by what he sees written on 
the physician's face. 

One of the difficulties in the general 
hospital is the patient’s fear that con- 
fidential information will be incorpo- 
rated into the general case record which 
is available to the ward personnel. Such 
an objection on the part of the patient 
is met with so frequently that it must 
be taken into consideration, not only in 
the teaching of psychosomatic medi- 
cine, but in the treatment of the ward 
patient. It should be a definite rule that 
the individual interviewing any patient 
should utilize directly only that mate- 
rial which he himself has obtained. 


THe Prospiem or THERAPY 


The problem of therapy naturally 
represents the chief interest of the stu- 
dent and physician. Unless the teacher 
of psychosomatic medicine always bears 
this in mind, the conferences will sooner 
or later lose all vitality and interest. 


In our own program, the problem of 


therapy was discussed in didactic lec- 
tures which supplemented the clinical 
conferences. The various forms of psy- 


chotherapy were evaluated. The rdle of 
reassurance, supportive therapy and 
other anxiety allaying techniques were 
discussed. The difference in aim be 
tween these therapies and the so-called 
‘“anxiety-provoking” or “‘uncovering”’ 
psychotherapies, such as psychoanaly 
sis, was discussed in detail. Lack of 
space does not permit a discussion of 
the underlying concepts in relation to 
the whole problem of psychotherapy, 
but these concepts were discussed in 
great detail during our conferences. 

The limitations of psychotherapy, as 
well as its possibilities, were constantly 
kept before the student. One should 
guard against conveying to the student 
an exaggerated idea as to the value of 
psychotherapy. Two attitudes are often 
encountered in relation to this prob 
lem: a more or less complete rejection 
of, or a too enthusiastic acceptance of, 
the importance of the “‘psychological”’ 
in medicine. Of the two, the latter is 
perhaps the more harmful. On the ther 
apeutic side, high hopes impossible of 
fulfillment may be raised in the minds of 
the students and the staff with conse 
quent disappointment. 


THE ORGANIZATION OR PLAN OF THI 
TEACHING CONFERENC! 


The internist for teaching purposes 
represents what might be called the or 
thodox clinical approach. It is his func 
tion, actually fulfilled by the student, 
to formulate the clinical problem in 
terms of the ward approach. The pss 
chiatrist, in his discussion, presents the 
psychological structure of the individ 
ual, emphasizing the réle of the emo 
tional factors. 

After a period of experimentation, 
the following procedure was adopted. 
The patient was assigned to a student 
on service, who studied the patient in 
the routine way, formulated the prob 
lem as he saw it, presented his findings 
to one of us, who had also examined the 
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patient. The problem was then refor 
mulated in the light of the teacher’s ex 
perience and the special psychosomatic 
approach. Attention was directed to 
those aspects of the material which re 
vealed the patient’s emotional atti 
tudes, especially as they related to his 
symptoms. The student then returned 
to the patient, either with the teacher 
or alone, for further examination and 
study. The problem was reformulated 
by the student in the light of his new 
knowledge and findings, and prepared 
for the conference presentation. 

This presentation consisted of a dif. 
ferential diagnosis, an evaluation of the 
psychosomatic and therapeutic prob 
lem involved, and consideration of the 
necessary steps for further study of the 
situation. The psychiatrist discussed 
the psychological findings and interre 
lations in terms of the personality or 
ganization, the presence or absence of 
conflict situations, the structure of the 
psychoneurotic symptoms, and_ the 
psychological reaction of the patient 
who is ill. At the end of the conference, 
it was the function of one of the au 
thors to synthesize the data. 

One important aspect of the teaching 
conference was the exploration of the 
gaps in the material elicited by the stu 
dent. The appropriate method of ob- 
taining adequate material was dis- 
cussed. The réle of the recent conflict 
in relation to old conflicts, the factors 
of environmental influence, family con- 
stellations, social factors, and the pa- 
tient’s attitude toward the illness were 
discussed. Emphasis was laid upon the 
patient-physician relationship, as it 
presented itself during the interview. 
Finally the prognosis, therapeutic prob 
lem and plan of treatment were for 
mulated. 

The amount of time available for a 
teaching conference imposes necessary 
limitations. Generally our conferences 
lasted one and one-half hours, which 


was somew hat too short, since it 1S of 
great importance that enough time be 
allowed for a prolonged discussion pe 
riod. Alterations in the teaching tech 
nique were made on the basis of stu 
dent questions, criticisms, and sugges- 
tions. 

The cases utilized for teaching were 
ward patients with syndromes referable 
to practically every system. In order to 
demonstrate different types of psycho 
somatic disorders, a certain selection 
was made. Cardiovascular patients 
with angina pectoris or neurocircula 
tory asthenia; patients with anorexia 
nervosa, obesity, gastritis, or gastric 
ulcers; others with disturbances of the 
respiratory tract, the autonomic ner\ 
ous system and the endocrine glands 
were chosen. The significance of pain, 
as exemplified by clinical material, was 
discussed. Patients with outspoken 
psychoneuroses were studied, with spe 
cial emphasis upon the physiological re 
percussions of the neurotic symptoms. 

In such a teaching program, the level 
of discussion must be such that one 
neither talks down to the student nor 
too far above him. We found that a 
knowledge of formal psychiatry in it 
self, centering as it does in the overt 
psychotic syndromes, is not sufficient 
to acquaint the student with the rather 
intricate psycho-physiological relation 
ships involved in this field. Originally, 
it was mistakenly assumed that the 
student had a rather good background 
of psychological knowledge. On the ba 
sis of our experience, we believe that a 


successful program for the teaching of 


psychosomatic medicine should begin 
with the pre-clinical years. Theoretical 
ly, the average student knows that 
there is such a relationship, but actu 
ally, he has relatively little conviction 
of its reality ; 


Simultaneously with the study of 


function at a physiological level, stu 


dents should be acquainted with the 





re 
le 
tO 


of 


stu- 
the 








PRESENT METHODS OF TEACHING 


Nm 
Nm 
pl 





psychological concomitants. From one 
point of view, this requires a re-orienta- 
tion of teaching attitudes. Consequent- 
lv, unless the student comes to his clin- 


ical years well grounded in concepts of 


psycho-physical interrelationships, it 
becomes a difficult task to g1\ e him a 


basic groundwork during the course of 


a rather busy and all too short clinical 
orientation. 

One of the major problems involved 
in a well rounded course of psychoso- 
matic teaching is the attitude of the 
house officers and the attending staff. A 
teacher of psychosomatic medicine ts in 
an even unhappier position than the 
psychiatrist in a general hospital. The 
house officer is perfectly willing to let 
the psychiatrist put a diagnostic label 
on a patient whom he himself has al- 
ready recognized as psychotic. The 
teacher of psychosomatic medicine, 
however, deals directly with medical 
problems. As a rule the resident staff, 
by background and training, Is not par- 
ticularly interested in psychological 
factors except in very general terms. 
In the rush of an active clinical service, 
the house officer has relatively little 
time to spend probing into the intrica- 
cies of personality organization. A di- 
agnosis arrived at by laboratory tech- 
niques seems safe and sure. Psychologi- 
cal investigation is looked upon as 
dealing with imponderables “not sub- 
ject to the ordinary criteria of scientific 
investigation.’ The student, to a great 
extent, takes his cue from the house of- 
ficer who is almost a contemporary in 
clinical experience. Our experience has 
been that it is essential, in so far as pos- 
sible, to have the house officer attend 
the teaching conferences and, in addi- 
tion, to conduct special seminars deal 
ing with psychosomatic problems for 
the resident staff and the junior attend 
ing physicians. The importance of this 
step cannot be overemphasized, since it 
requires sustained teaching effort to 


familiarize the staff with the concepts 
involved and to demonstrate, prefera- 
bly on the ward-patient and in the rou- 
tine problems that arise, the validity of 
these concepts. 

Perhaps one of the most difficult as- 
pects of the whole problem of teaching 
in this field is the physician’s own atti- 
tude toward emotional problems in his 
patient. Numerous criticisms apparent 
ly levelled either at teaching methods or 
points of view are in reality rationaliza 
tions to avoid facing painful subjects. 
Since such rationalizations involve an 
emotional rather than an objective 
point of view, they are most difficult to 
counter. The fault lies not only with the 
individual physician and his emotional 
problems, but with the type of medical 
training which he has received. The 
physician has been trained to look upon 
death and suffering professionally. Un- 
fortunately this objective attitude fre- 
quently is not maintained when the 
emotional problems of the patient par- 
allel his own. 

Allowing for the natural variations in 
psychological aptitude of the individu- 
al student and in spite of the difficulties 
enumerated abov S. it was possible, 
through an intensive and persistent 
program of teaching based on the con- 
cepts outlined, to familiarize the stu- 
dent with the basic principles of psy 
chosomatic medicine. The intimate in- 
teractions between psychological and 
somatic factors in the psychosomatic 
unit were grasped. He was able to a 
gratifying degree to evaluate the vari- 
ous components which are essential in 
understanding both the patient and his 
disease; to evaluate the current con 
flict; to relate this latter in dynamic 
terms to the old conflicts and personal- 
ity patterns; to give proper weight to 
the secondary gain involved in the ill 
ness; to see the personality in perspec- 
tive in terms of its structure; to evalu- 
ate, on the basis of positive evidence, 
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the psychoneurotic symptomatology; 


to elicit pertinent data without de 
scending to aimless hit or miss question- 
ing; to maintain an objective, neutral 
attitude toward the patient's emotional 
problems; to guard against the projec- 
tion of the examiner's own conflict; to 
evaluate as a totality the individual 


who is ill rather than to emphasize the 
system which shows pathology; ane to 
evaluate the therapeutic possibilities in 


terms of the needs and potentialities of 


the patient, rather than to rely upon 
the vague and imponderable “‘personal 
ity of the doctor.” 


ps 
ot 
SI 
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THE IMPORTANCE OF PSYCHOTHERAPY IN 


SICKNESS INSURANCE* 


Paut Wencer, M.D. 


rHE DEVELOPMENT of medical science, 
according to the psycho-physical con- 
sideration of the sick individual as a 
whole, has made psychotherapy of the 
psychic component in the illness a thor- 
oughly authorized medical method of 
healing. It would be beside the point, as 
often happens, not to recognize this 
method. **Connected with especial prep- 
aration and methods,” psychotherapy 
in the practice of modern medical pro- 
cedure can no more be done away with 
than, for example, X-ray treatment or 
any other physical or medical therapy. 
The lack of schools of medical psychol- 
ogy, as well as the intentional mislead- 
ing of the public by so-called quacks 
have made doctors and the public dis- 
trustful of these things, much to the det- 
riment of those patients who often can 
be helped only through psychotherapy. 

Social insurance 
also, up to the present time have recog- 
nized psychotherapy only to a small de- 


sickness measures 


gree, as a necessary medical procedure 
for the insured. At the very best, a psy- 
chic treatment was granted under the 
caption of the so-called “‘treatment 4e- 


yond the immediate medical needs of 


the patient.” 
Going through the special scientific 


literature of recent years, a number of 
authors have handled the question of 


psychotherapy in social insurance. All 
of them stress the value and the neces- 
sity of psychotherapy in social insur- 
ance. Particularly interesting is Fuerst’s 
paper (7) which states that the situa- 


* This paper was written for the International Con 
gress of Psychotherapy, London, summer 1938, but 
that time 


political circumstances at prevented its 


presentation. 


tion 1s impossible for doctors as well as 
for patients, because the former suffer 
from the fact that the methods of psy 

chotherapy are not sufficiently known 
or recognized, and the latter, because 
the necessary treatment is not rendered 
by the insurance company. That psy- 
chotherapy is not recognized by the 
company, can be accounted for because 
of the ignorance of the character of a 
neurosis and the fear of pecuniary diffi 

culties. For this reason the doctor often 
cannot help in cases where from a scien 

tific point of view, it would be possible 
and often less expensive. In most cases, 
must be satisfied with 
minor psychotherapy (suggestion, ps) 


one so-called 
chagogic, etc.) except for serious Cases 
of anxiety, compulsion and sexual neu 

rosis where one should use analytical 
methods. To select the proper cases is 
important to the whole problem. These 
deductions of Fuerst are certainly wor 

thy of notice. It seems to me that pe 

cuniary obstacles are a minor factor in 
the antagonism of insurance companies 
to psychic treatment in general. If once 
the experts in social insurance have be 

come convinced of the scientific impor 

tance and the therapeutic effectiveness 
of this type of treatment, they would be 
willing to pay for it, particularly when 
it is demonstrated that the cost of such 
treatment, if instituted early is usually 
less (not greater as is so generally 
feared) than the cost of other types of 
therapy. Moreover, we must remember 
that the majority of psychic illnesses 
are social illnesses with all of their con 

sequences for the patient, the family 
and the public, and, therefore, health 
insurance should be highly concerned 
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with the quick healing of such patients. 
The specialistsin this branch have often 
noticed that it is the inclination of the 
nervous patient to get a “‘soft job” or 
even to become a public burden be 
cause of his illness 

In this paper I give a report of the 
success of psychotherapy in sickness in 
surance for employees in Vienna from 
1932-1938. I had the opportunity to 
treat | 
tematic psychotherapy. 


special cases of illness by SVS 
The indica 
tions and technique of treatment are 
given in my articles in the Berlin clin 
ical and in the Vienna medical weekly 
of the year 1930 and 1934. ‘The tech 
nique used is best characterized as “‘in 
dividual analysis’ which 
expressly emphasized 


as should be 
is not to be con 
fused with psychoanalysis in the Freu 
dian sense. The first necessity 1s to give 
the nervous patient a reasonable and 
realistic attitude towards life, in other 
words, a method of living, so that his 
nervous symptoms! are recognized as 
superfluous and will disappear of them 
selves. It should be stressed that trust 
in a doctor is indispensable to success- 
ful treatment. This technique of “‘in 
dividual analysis” has shown excellent 
results with a lasting cure obtained in 
the majority of cases. 
let us look closer at 
gathered from the Ic 


the material 
\ccord- 
ing to the diagnosis there were 48 per 


Cases 


cent suffering from general neurasthe- 
nia, sexual and organic neuroses, 37 per 
cent from depression and anxiety neu 
roses, 8 per cent from hysterical and 
similar neuroses, 4 per cent from com- 
pulsion neuroses, and 3 per cent from 
sexual perversions. All in all, they were 
moderately serious and serious cases 
which had been treated in accordance 
with general medical procedures for 
some months without success. Some 
had had physical therapy, Freudian 

' The unconscious tricks 
ened. 


of a person fex ling threat- 


psychoanalysis and even a stay in re 
nervous establish 
ments, in their earlier treatment. Very 
many patients explained frankly that 
psychotherapy was their last trial, that 
they were at the end of their rope. Nev 


creation homes or 


ertheless, the selection of cases was 
made very carefully in order to prevent 
any waste of the insurance fund. The 
cooperation of the patient was of para 
mount importance and was determined 
on the basis of his whole personality 
rather than from what the patient said. 
rom this point of view psychotherapy 
is, as it were, a twin sister to under 
standing human nature. 

There were 60 per cent men and 4 
per cent women. This proportion cor 
responds approximately to that found 
in the general statistics of all the in 
sured members, both male and female. 
It seems, theretore, that the working 
woman has reached nearly the same 
psy chic power yf resistance as the work 
ing man. This is in contrast to the pro 
portion which I observed in the pa 
tients who presented themselves at the 
Policlinic Hospital which showed a 
greater psychic instability on the part 
of the women, W ho were not working. 

\s regards the psychic component 
of the cases treated, a major factor in 
8} per cent was marital or sexual difh 
culties, in 12 per cent vocational diff 
culties and in § per cent “troubles in 
the family.” 

The treatment lasted in some cases 
for one month or more, at most five 
months, three months being average. 
In my opinion a longer treatment is. as 
a rule, of little value since experience 
has shown that the patient either reaps 
the benefit of his cooperation in a few 
weeks, or is little or not at all improved 
after months of treatment. 

\s to the results at the close of the 
treatment, 42 per cent were rid of their 
complaints, 42 per cent markedly im 
proved and 16 per cent were dismissed 
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prematurely because of their lack of re- 
sponse to treatment. Among these were 
mostly persons, unemployed or in hope- 
less matrimonial difficulties. 

The lasting cures are worthy of note. 
In reviewing the first 40 cases of all who 
were treated five or six years ago, 28 
(that is 70 per cent) have remained free 
of trouble. Four of the remaining 12 
were unsuccessful and the rest could 
not be traced. 

The question of the re-established 
ability to work is particularly interest- 
ing. Of the 100 cases, 74 per cent were 
originally capable of work, 1§ per cent 
without jobs and 11 per cent incapable 
of work. Nine of the 11 unable to work 
were able in a relatively short time with 
the help of treatment to take up their 
occupation again. 

Now as to the possible financial ad 


vantages to the insurance company of 
psychotherapy over other methods of 


healing, such as physical therapy, visits 
to recreation homes or psychiatric in 
stitutions: If one realizes that of our 
100 cases, 38 had previously been un 
successfully treated by. methods other 
than psychotherapy at great cost to the 
insurance company, but that through 
rational psychotherapy 32 of these 38 
were freed of their complaints, the pos- 
sibility of saving to the company can be 
thoroughly demonstrated. Specifically, 
preventive psychotherapy, if carried 
out in time, can obviate the cost of hos- 
pitalization and other institutional ex- 
penses in cases which would otherwise 
become serious psychic illnesses, such 
as melancholia, manic-depressive and 
compulsion conditions, drug abuses, 
etc., provided that the patients are se 
lected carefully. 


A less happy chapter concerns itself 


with the patients who developed a neu 
rotic tendency in order to secure pen 
sions, or other disability insurance. 
There were only six such cases, and not 
much could be done with them (four 


ended negatively, two were improved). 
The knowledge that if one keeps at it 
long enough one can really get money 
from the insurance company goes to 
their heads and cripples their wish to 
get well. 

Asa practical example, I will take ex 
cerpts from a case which was treated 
five years ago and was recently traced 


Case 275 . 60 years ld, married, 
employed in a building firm. 

The patient has suffered for about 
years with periodic headaches and sleep 
lessness. Three years ago, a stay in a sana 
torium improved his condition for a time. 
For the last six months he became worse 
again. He was very irritable, suffered from 
anxiety and had ideas of suicide. Since that 
time he had been incapable of work. He was 
treated physically with cold water and took 
a great deal of medicine (before he came to 
me) but all without success. He had pleu 
risy 28 years ago and at that time was a 
heavy smoker and drinker. He also had a 
history of gonorrhea. Potency had recently 
decreased; parents healthy; father some- 
what nervous. 

Physical examination: No pathological 
findings. 

Psychic examination: The patient gave 
the impression of a distrustful, shy man. 
He came from an old miner’s family and 
had been married twice. He “hated 
people.”” He loved his children very much, 
having a son and a daughter living in 
another country. Seven vears ago—at the 
beginning of his psychic illness—he lost the 
good position which he had had for years. 
Three years previously, during his stay at 
the sanatorium, his son had become set 
ously ill. For the last six months during 
which time he had been collecti gy insu! 
ance, he felt especially depressed since his 
daughter would not obey his wish that she 
return. He was the middle child of three 
brothers, and was considered “willful.” 
He could remember that his father ofter 
took him in the firm’s carriage and let him 
drive it. Once, he fell into the water and 
was saved with difficulty. These memories 
point to his attitude cowards life, one of 


convulsive retention of authority—holding 
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the reins!—and to his distrust—accident. 
This attitude towards life makes his ill- 
humor understandable also since his favor- 
ite child will not bow before his authority. 

The ¢reatment was carried out by making 
the patient conscious of the connection and 
parallelism between these things. After a 
short time he became capable of work and 
found a job. 

Later observation: Five years later the 
patient told us that his health “‘in so far as 
his nerves go” was satisfactory which is 
principally due to his psychic treatment. 
At the end we must emphasize one 
thing 
such patients is more important in in- 
surance practice than in private prac 
tice. Since a free treatment which the 
insurance treatment represents, seems 


To win the complete trust of 


inferior in itself, we must avoid even 
more carefully everything which could 
be interpreted by the patient as of in 
sufficient interest in his illness. 


CONCLUSION 


The value and the meaning of psy- 
chotherapy for Sickness Insurance has 
been illustrated by 100 cases of illness. 
The correct choice of suitable cases for 
treatment is especially important in 
preventing serious psychic troubles. 
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New ComMItTMENT STATUTE FOR ILLINOIS 
PREPARED BY 


oF FoRMER PATIENTS 


rHE ASSOCIATION 


rHE EXECUTIVE COMMITTEE of Recovery, 


the Association of Former Patients of the 
Psychiatric Institute of the Illinois Re- 
search and Educational Hospitals an- 


nounces the completion of the preliminary 
draft of a new commitment statute. The 
statute was prepared with the aid of faculty 
members of Northwestern University Law 
School and will be submitted to leading 
psychiatrists and jurists for criticism and 
suggestions. After its final revision has been 
effected, it will be introduced in the next 
regular session of the Illinois legislature. 
The main features of the proposed statute 
are the abolition of court action and the 
elimination of the “court record.” Under 
the new plan a patient, after proper certi- 
fication by two physicians, will be admitted 
to a state hospital without petition, writ, 


NOTES 


or trial. The hospital staff will be required 
to make an examination within ten days of 
admission and to send a report to a State 
Board of Supervisors composed of phy- 
sicians, lawyers, and lay people. 

The Recovery Association was founded 
November, 1937, by thirty patients who 
were discharged from the Psychiatric Insti- 
tute as recovered. Today it comprises as 
dues paying members close to one hundred 
and fifty former patients and upward of 
five hundred relatives and friends. The As- 
sociation publishes the bi-monthly journal, 
Lost and Found, in which the adjustment 
problems confronting the recovered patient 
are discussed. Recovery has the endorse- 
ment of the University of Illinois, the State 
Department of Public Welfare, the Illinois 
Psychiatric Association, the Illinois 
Society for Mental Hygiene. Inquiries 
should be addressed to Recovery, 1% 


West Polk Street, Chicago, Illinois. 


and 
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Dr. Austen Fox Rice 


f 


Austen Fox Riggs 
n Stockbridge, March ¢, 1940, that field of 
ne which has n 


WITH THE death of Dr. 


} , 
medic} mw come TO be called 


psychosomatic medicine lost a 
worker. 

Karly his professional career while 
working at the Presbyterian Hospital in 
New York City, Dr. Riggs became in- 


terested in that 


pi meer 


arge group of patients who 
were sick to a degree that was out of pro- 
port on 
tients in whom there was no demonstrable 
pathology. He devoted his life to this work 
in an attempt to find a method of treat- 
ment for this type of sick patient. 
Because, I thi 


to the organic findings and in pa 


nk, of his too great pro- 
fessional modesty, as well as the fact that 
he was mainly interested in treating pa- 
tients and gathering a wealth of material 
{now over six thousand cases) before he 
drew conclusions as to his method of treat- 
ment, he has published little in medical 
journals. Dr. Riggs worked, wrote, and 
lectured primarily to and for his patients. 

More recent workers in the same field 
may be unaware of Dr. Riggs’ work. It will 
be of great interest to them to know that in 
1912, and based on what was then known 
of neurology and his observation of human 
behavior, he came to conclusions which are 
in general harmony with the most recent 
work of psychiatry and neurology. He de, 


veloped the hypothesis of four types of 


adaptation possible in human behavior: 
the reflex, the instinctive, the intelligent, 
and a super-intelligent (or ethical and so 
cial). These levels of adaptation, he ex- 
plained, depended on and corresponded to 
the function of the various nervous SVS- 


tems’ structures from the lowest reflex to 


the highest cortical action. He explained 
functional nervous illness as arising on the 
basis of conflict between these levels—for 
example, the instinctive with the intelligent 
or super-intelligent. He felt that some in- 
dividuals had a more sensitive or reactive 
type of nervous system, and that in these 
ndividuals, emotional reactions arising in 
relation to the stimulation of the more 
primitive centers, such as tear, anger, hate, 
and love, were more easily aroused, and 
more likely to produce bodily symptoms. 
He pointed out that very frequently there 
was conflict and guilt within the individual 
over this. He also said that very often these 
conflicts were forgotten by the individual, 
or in the “unaware” part of his mind, and 
that they could be brought to the individ 
ual’s awareness by the association of ideas. 
He would do this for patients by permitting 
them to discuss with him their life history 
He felt, 
that by helping the individual to become 
aware of his conflict, the patient could then 
frequently handle the situation with his 


and speak freely of themselves. 


higher intelligence, and that the energy 


which had previously been expressing itself 


by way of the lower emotional centers and 
giving rise to bodily symptoms could then 
be expressed by way of the higher centers 
and 11 


intelligent behavior with decrease or 
absence of many or all the symptoms. 

It is unfortunate that so few people have 
known of this early work of Dr. Riggs 
which is particularly outstanding because 
of its date, as well as the results he has had 
with patients. 

\. Louise Brusn, M.D. 
Formerly Murkle Fello 


at Riges’ Foundation 


